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EIGHTY-FIVE CONSECUTIVE VAGINAL HYSTERECTOIPIES 
WITHOUT A DEATH. 


BY LUCY WAITE, B.A., M. D., CHICAGO, ILL. 
Head Surgeon and Gynecologist to the Mary Thompson Hospital of Chicago; | 
Professor of Gynecology in Harvey Medical College. 


The great controversy to-day in gynecological surgery is the’ 
abdominal versus the vaginal route for the removal of the pel-, 
vie organs and pathological masses. ‘The difficulties in the way 
of a scientific solution of such questions are so great that it is 
altogether too much to be hoped that the time will ever come when 
the surgical world will be united in the modus operandi on such 
procedures. Statistics—or in other words, results—we might hope 
would settle the question, but how are we to gather statistics in 
any way which would even approximate a scientific basis? To 
compile the results of even one hundred cases of each method. 
under consideration and in a manner to be of scientific value, we 
must assume that the operation in both cases were done with | 
equal skill and for the same conditions with the same complica- 
tions. Even comparison of methods employed by the same sur- 
geon in reality proves nothing, as some of our most skilled ab- 
dominal surgeons make a very poor showing at a vaginal hys- 
terectomy. A surgeon will naturally do best what he does most 
frequently, and those who make a practice of removing all 
strictly pelvic masses per vaginam will be able to complete the 
operation, where the surgeon who selects the abdominal route in 
preference, and performs the vaginal operation only in selected 
cases, or not at all, will pronounce the vaginal route impossible. 
The nexitt almost insurmountable obstacle to the computing of 
reliable statistics is the difficulty in keeping track of patients 
long enough to ascertain accurately their condition at a period 
remote enough from the operation to warrant us in claiming a 
eure, or obliging us to enroll the case in the list of failures. 

Even the mortality percentage proves little, as a method of 
comparison, as one or even two deaths per hundred would read- 
ily occur from causes in no way incidental to the operative tech- 
nic. When it comes to an argument from the standpoint of 
general principles our standing ground is quite as uncertain, as 
what branch of our profession has changed more rapidly or 
more radically than the principles of operative technic? It is 
without them that this question must ever remain one of opinion 
of the individual surgeon, founded on his personal experience 
and the nature of his results. I have ventured to offer a report 
of eighty-five consecutive cases of vaginal hysterectomies and 
present some opinions founded on a careful study of results as 
far as I have been able to follow up my eases, fully realizing 
that my own limited experience proves nothing and adds only 
a trifle to the sum of surgical knowledge. 

These cases do not include conservative vaginal operations, 
such as drainage for large active pus tubes—freeing the ovaries 
and tubes from adhesions and leaving them in situ—and short- 
ening the round ligaments per vaginam. In all cases the uterus 
was removed with or without appendages, according to indica- 
tions. 

The following classifications will show ‘the pathological con- 
ditions for which the operation was undertaken: 

Pyosalpinx (double or single) ................ 40 

Carcinoma uteri . 3 

Secondary to laparotomy 9 

Hystero-epilepsy ... 

Ectopic pregnancy, ruptured 

Tubercular peritonitis, with infected tubes.... 1 

Chronic metritis, salpingitis and ovaritis, with 

recurrent pelvic peritonitis 
By this table I do not mean to claim that an accurate diag- 

nosis was made in each case before operation, but may, I think, 
safely maintain that the operation in every case was justified by 
the pathology revealed upon the operating table, combined in 
some cases with a history of years of pelvic disease, which had 
resisted ithe most intelligent topical treatment. In but one case 
diagnosed as active pus-tube did the pus fail to appear. This 


away large infected masses of placental debris, and clotted 
blood, which felt so like a fluctuating sac to the examining fin- 


ger that an extra-uterine pregnancy was not suspected. The 


other case of ectopic pregnancy was carefully diagnosed and the 
vaginal route selected on account of ‘the extremely anemic condi- 
tion of the patient from hemorrhages and the condition of ex- 


| haustion at the time the operation was undertaken. The temper- 


ature was running from 103 to 105 degrees; pulse, 140 to 160. 


| This patient was very ill for several days, her life hanging on 


a thread, but by the most careful nursing and careful following 
up of every untoward symptom her life was saved. I firmly be- 
lieve that this patiemt would not have survived the shock of an 
abdominal section. 

A large majority of the cases of double pyosalpinx were of 
the most severe cheracter—exudates filling the entire pelvis, 
agglutinating in one large mass uterus, tubes and ovaries; and on 
all sides adherent intestines. It was among these cases that 
the only real accidents occurred in the entire eighty-five cases. 
Three fecal fistulae in forty cases of pus tubes must go down 
against the vaginal operation. However, the accident is quite 
as likely to happen in operations per abdomen in similar cases 
and are surely much more distressing to the patient and not as 
easily ‘handled as a sequela. A fecal fistula per abdomen is seen 
and sensed by the patient at every dressing and the wound can 
not be protected so as to prevent unhealthy granulations and 
raw skin surfaces. The fistula per vagina, if carefuly handled, 
can be healed without confining the patient to her bed and with- 
out her really being conscious that there is any serious compli- 
eation. The vagina should be kept constantly tamponed with 
well oiled cotton packt around the fistula, using this supported 
rom below with wool tampons or non-absorbent cotton. The 
packing must be firm, removed as often as the discharges neces- 
sitate, tho iit may be twice daily; and the vagina well cleansed 
and repackt every other day at first and later twice a week. The 
edges of the fistula should be cauterized with the silver nitrate 
stick. Of these three fistulae one healed before the patient left 
the ‘hospital, six weeks after the operation. One was four 
months in healing. The third, a more recent case, is now five 
months from operation, and is the size of a pin head and dis- 
charges only when the bowels are very loose. This was the 
worst of the three, and was evidently in the large bowel from 
the character of the pains. The patient is perfectly well and 
has gained ten pounds since her operation and suffers no incon- 
venience from the fistula, except coming to the hospital twice 
a week for the cauterization and packing. 

Nearly one-half of the eighty-five cases were done for pyo- 
salpinx—the large majority double. In all of these cases the 
uterus was the diseased organ, having been the one previously 
infected. No good operator expects to lose a case of pyosalpinx 
operated per vagina, and the question therefore is: Do they make 
a real recovery; not do they leave the hospital alive, but are 


| they restored to health and strength? I have kept very careful 


watch of these cases and I feel sure that the answer is, in the 
large majority, yes. Some of the most severe cases, those with 
histories of repeated attacks of pyosalpinx, have made the most 
satisfactory recoveries. The following is from a patiemt whom I 
cared for myself, through two attacks of pelvic peritonitis be- 
fore she would consent to the operation performed one year ago: 
“After years of suffering I can say that I have better health 
now than I have had since my first child was born, nearly twen- 
ty-nine years ago.” Another patient writes, “I am not better, 
but well.” 

In short, I know of but two cases which have not made sat- 
isfactory recoveries. One was a case in which it was Impossi- 
ble to remove the entire sac on account of a severe hemorrhage 
and adhesions to the intestines. I met her after my return from 
a long vacation and she told me that she had been operated on 
again in another hospital for what they called a fibroid tumor, 
which, of course, could not have been correct. The other is a 
recent case, an acute double pyosalpinx, in which both sacs were 
removed satisfactorily, but the patient is complaining of severe 
pain in the left side and, I fear, may be suffering from adhesions. 

It is manifestly impossible in the space allowed me to go into 
the details of the ‘history of all theories and of the successful 
cases; only a few generalized statements are possible, as it is my 
honest intention to present fairly the dark as well as the bright 
side of vaginal work. Of the three operations for carcinoma two 
have remained perfectly well—one two years and a half and the 
other one year following the operation. In the third case the car- 
cinoma returned in the broad ligaments in three months and the 
patiently went rapidly down to a painful death. Altho the pa- 
tient made a most normal convalescence and left the hospital in 
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high spirits, I am convinced that it was a mistaken judgment to 
have attempted the radical operation, as the glands were evident- 
ly involved. It may be also that the case should have been done 
per abdomen, if at all, to have more ‘thoroughly cleaned out the 
pelvic glands. Such cases are more properly treated by the cau- 
tery. I recall one case where the hemorrhages were controlled 
and the patient kept comfortable for a year and a half, by the 
repeated ‘burning away of the sloughing tissues until the uterus 
was nothing but a shell. 

Not the least interesting of the series are ‘the nine sections 
done as secondary operations to laparotomy for removal of one 
or both of the appendages. In all of these cases the patients 
were either no better or worse following the abdominal sections. 
Three of the sections, I am sorry to say, were my own. One was 
an abdominal fistula, which for two years secreted pus from an 
infected ligature and defied all attempts to close it, combined 
with an hypertrophic uterus, which menstruated regularly. Af- 
ter treating ‘her in my oftice for two years with probing, electric- 
ity, etc., in despair I proposed the hysterectomy, which would 
also allow of removing the offending ligature and draining per 
vagina instead of per abdomen. To my surprise the readily con- 
sented and has proved one of my most satisfactory cases. The 
ligature was removed. The abdominal wound healed while she 
was in the hospital and, freed from the drain of the monthly dis- 
charges, the is well and happy—and I have lost one of my reg- 
ular office habitues. 

In ithe other two cases infective tubes and ovaries had been 
removed per abdomen, one a clearly gonorrheal infection of over 
two years, and the other two and one-half years previously. But 
neither had recovered the expected health. The uterus lay on 
the pelvic floor, deprived of its natural support, tender and sen- 
sitive, dragging on the bladder, a foreign body. In one case there 
was a profuse and constant discharge of yellow leucorrhea. lt 
is but just to say that even after the removal of the uterus these 
patients made slow progress toward health. In both the general 
conditions were unfavorable; in one a mental disturbance was 
sufficient to account for the nervous phenomena. Both, how- 
ever, are much better since the second operation, one being able 
to do quite severe labor and is earning a comfortable living. 

The remaining six cases came into my hands for a secondary 
operation for various symptoms following laparotomy for the 
removal of one or both of the appendages. In three of these 
cases the indication was uncontrollable hemorrhage, with all 


‘the accompanying symptoms of anemic and visceral reflexes. One 


patient, operated on only a year previously, was never free from 
a bloody discharge, and had been in bed nearly half the time 
since the first operation. She said she did not know why the 
ovaries were removed. She was only 21 years old, married three 
years, had never been pregnant. I found on examination an 
enlarged hypertrophic uterus, literally lying on the floor of the 
pelvis, exquisitely tender and firmly fastened to the pelvic per- 
itoneum by dense adhesions. It is quite probable that the ap- 
pendages were removed for pus tubes. This patient made a 
most remarkable recovery. There was no rise in pulse or tem- 
perature and it was almost impossible to keep her in bed the 
regulation three weeks. She left the hospital in four weeks, 
looking fifty per cent better than when she entered, and I have 
since heard that she is perfectly well. Another case was very 
similar to the last in the severe hemorrhage, which had so shat- 
tered her nervous system that her friends feared that she was 
losing her mind. She was completely discouraged at the idea of 
another operation, and seemed to have no hope and scarcely a 
desire to recover from the operative procedures. When she saw, 
however, that she was recovering, with a chance of health and 
strength, her mental condition changed completely and she be- 
came cheerful and hopeful. This patient is now doing her own 
housework and has reported through ‘her family physician that 
she is well. 

Three of the secondary operations were done for adhesions. 
In one case both of the appendages were removed per abdomen 
only three months ‘before I saw the patient. She had been in 
bed ever since the operation and was in constant and severe 
pain, which even large doses of morphine failed to relieve. Ef- 
forts to move the ‘bowels by enemata increast the pain to such 
a degree that the nurses were obliged to desist. Examination 
revealed a mass the size of a child’s head fixt solidly in the pel- 
vis, exqusitely tender, hard and nodular. It was evidently not 
a fibroid, therefore the diagnosis of an enlarged uterus surround- 
ed with exudates and adherent to the intestines was ventured 
and, in consultation with Dr. Byron Robinson, a vaginal hys- 
terectomy was proposed. The patient and her husband graspt 
eagerly at the prospect of relief from her three months of acute 
suffering, and she was operated on the next morning, without 
any especial preparation, as it was impossible to move the bow- 


els, and she had taken only a very little liquid food for weeks. 
The operation proved very difficult. Even after the cervix was 
entirely freed it was impossible to secure the vaginal arteries by 
ligature, as the adhesions were so dense, and the arteries were 
therefore secured by strong clamps. As the appendages had 
been removed previously it remained only to free the large uter- 
us from the mass of adherent intestines and omentum, which 
was also not an easy task. Drainage was establisht as usual. I 
watcht this case anxiosly for several days, confidently expecting 
a fecal fistula, but fortune favored us and no evidence of one ap- 
peared. The patient made a good recovery. She received in all 
after the operation one-eighth grain of morphine in two doses, 
and assured us that during her entire convalescence she did not 
suffer as much as in a single hour previous to the operation. The 
bowels responded to the usual carthartics and in one week she 
was taking solid food. This patient has been slow to regain her 
strength, altho she is out of her pain. She is still under treat- 
ment and is gradually improving in general health. Another 
case of adhesions was operated for removal of one of the append- 
ages one year and a half before coming into the hospital. It 
was the old story of pain—especially in walking and in moving 
tthe bowels. The patient was exceedingly hysterical. The uter- 
us was prolapst, retroverted and tender. The reflexes were ac- 
tive. Severe headaches and palpitation of the heart and fre- 
quent attacks of vomiting made her indeed an invalid. The 
physician who referred her to the hospital told me that this pa- 
tient simply made her life a burden, as she had tried all known 
remedies during six months of treatment to no purpose what- 
ever, the patient growing rapidly worse. While recovering from 
the operation she had several attacks of hysteria, with vomiting. 
It has been nearly a month since the last attack and both she 
and ‘her physician are very hopeful. 

The two sections done for the removal of interstitial myo- 
mata were among the most satisfactory of the series. One was 
a very simple operation, the other a very difficult one. The small- 
er was the size of a man’s fist, freely movable in a multipara, 
and altho the patient was almost bloodless from repeated and 
protracted hemorrhages, the operation was done so quickly that 
no symptoms of shock appeared and she made a normal recovery. 
The second case presented quite the opposite picture. Several 
encapsulated fibroid tumors enlarged the uterus to the size of 
a child’s head. The left tube and ovary were in a mass of or- 
ganized exudates, fixing the uterus quite firmly to the left broad 
ligament and allowing of only slight descent of the tumor dur- 
ing the first steps of the operation. Altho there was no rise of 
temperature at the time of the operation, there was a history 
of local peritonitis resulting no doubt from a pyosalpinx which 
had left behind the mass of exudates in the left side. The oper- 
ation was a difficult one from start to finsh, the first stages on 
account of the impossibility of ‘bringing the cervix within easy 
reach—and the consequent difficulty in tying the uterine arteries, 
and the later stages on account of the fixt ovary and tube and 
many adhesions of the tumor to the intestines. There was also 
considerable loss of blood during the operation, but as the pa- 
tient had not been subject to exhaustive hemorrhages it did not 
result in any appreciable shock. The temperature and pulse 
went up during the first twenty-four hours; temperature 102; 
pulse 120; but after that gradually subsided to normal on the 
fourth day, after which the patient made a smooth recovery. 
Both of these cases have reported well after a number of 
months out of the hospital. 

Removal of pelvic organs fot hystero-epileptic convulsions is 
always in the nature of an experiment. The four cases which I 
have done per vaginaim, together with the five laparotomies for 
removal of the appendages, constitute my entire experience in 
this class of cases. Of the nine cases one (laparotomy) died tive 
days after the operation. She got up and drank a quantity of 
bichloride water, which had been left near her bed. An uncon- 
trollable vomiting ensued, which lasted two days until ‘her 
death. A second case convalesced normally while in the hos- 
pital and left with mental and nervous condition improved, but 
three months afterwards grew suddenly worse and died in an 
insane asylum. The remaining seven cases were all much im- 
proved and four have made perfect recoveries. One is now five 
years since the operation and altho moved to a distant city 
writes me occasionally as she promist; there has been no return 
of the spasms, and the mental condition has entirely cleared. I 
never operate in this class of cases without the sanction of a 
reliable neurologist, and always have an understanding with the 
family that the operation is entirely experimental. 

Twenty-four cases were operated upon under the diagnosis 
of chronic metritis, salpingitis and ovaritis, with recurrent pel- 
vic peritonitis. I have no apology to offer for this series, al- 
tho I know some might criticize a radical operation done with- 
out the excuse of pus or a pelvic tumor. These patients were all 
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invalids of from five to twenty years’ duration, and had suffered 
much at the hands of general practitioners as well as gynecolo- 
gists. Several were well acquainted with all the leading sanitar- 
ia in the country, and a large number had gone through one or 
more “conservative” operations before coming into my hands. 
Wherever pronounced nervous symptoms have been present, I 
have never operated without the advice and consent of a neurol- 
ogist. Dr. Sanger Brown has seen a number of these patients. 
Now, altho I believe that the operation was justifiable in each 
of these cases, I can by no means claim that they have all been 
eured of their numerous and varied symptoms. Some have made 
what they and their friends have been pleased to consider mirac- 
ulous recoveries, while others again, altho not relieved of their 
pains altogether, are yet so much better that they do not regret 
the operation. As far as ultimate recovery is concerned it must 
be admitted that these patients have been the most unsatisfac- 
tory. This can, however,.be easily explained. The long invalid- 
ism—altho originating in the pelvic organs, had so injured the 
other viscera through years of reflex irritation that even the re- 
moval of the original cause does not immediately remove the 
more remote results. It ‘takes time, it may be years, before the 
nervous system can recover its normal tone and adjust the vis- 
cera ito a healthy rhythm. It may be argued that if time is to 
be a factor in the ultimate cure this might be brought about by 
other means, but it must be remembered that in these very cases 
other means had been faithfully triec through a long period of 
time without results. 

As for the charge that is sometimes made that patients have 
lost their reason and died insane following these radical opera- 
tions, 1 can only say that I have never known of any such end- 
ing among my own vaginal hysterectomies. One case of hys- 
tero-epilepsy, already mentioned, operated (per abdomen) by «he 
advice of a neurologist, did die insane three months afterward. 
In this case the nervous phenomena were so pronounced that it 
was a mistaken judgment in operating on the case at all. 

The technic which was employed in performing these opera- 
tions is simple. The cervix is freed from the bladder and the 
anterior cul-de-sac opened, the uterine arteries are ligated and 
also fastened with ciamps for additional security. The append- 
ages are now freed from pelvic adhesions in cases of pus tubes 
and where otherwise diseased, brought down, ligated and clanpt, 
four ligatures and four clamps only being used. Gauze strips 
are inserted for drainage. In two cases alarming hemorrhages 
followed in a few hours after operation. In both the patient wus 
put on the table, gauze removed and the bleeding vessels clampt. 
In one case of enormous pus tubes a severe hemorrhage occurred 
at the close of the second week, while the patient was making 
anormal recovery, and after the ligatures had come away. This 
was controlled by packing. Whenever possible one or both ovar- 
1es are left. ‘This is a comfort to the patient and lessens the se- 
verity of the menopause. 

What are the advantages of a vaginal hysterectomy over 
an abdominal section? 

Ideal drainage. 

No external wound to remind the patient constantly of her 
operation. 

No abdominal herniae. 

No fistulae from infected ligatures. 

No tender stumps. 

Minimum shock, with recovery similar to normal labor. 

The artificial menopause which follows alike vaginal and ab- 
dominal hysterectomies is the most distressing feature in the af- 
ter treatment of these cases. I have found ovarian substance of 
great value in controlling the distressing symptoms incident to 
the menopause; which is an excellent argument for the preser- 
vation of the ovaries wherever possible. 


The various abortive methods of treating bubo by means of 
injections of iodoform emulsion, iodoform ether, silver nitrate, 
ete, are briefly discust by Philadelphia Medical Journa!. ‘lhe 
relatively successful results following all these methods suggested 
the idea to Waelsch that good results might be dependent upon 
the injection of a fluid rather than upon the medicament which 
the fluid contained. This led him to the trial of injections of 
Sterile normal salt solutions in a series of 27 cases, with cures 
in 74 per cent of the cases within 15 days. The favorable ex- 
perience in Waelsch’s cases recently led Grundfest to try the 
method in a series of 20 unselected cases, which he carefully 
tabulates. The number of cures without later incision were 8 
(40 per cent). This result leads to the conclusion that the abor- 
tive treatment is not to be recommended for general application, 
particularly as the final healing was considerably delayed by re- 


THE SO-CALLED “TOTAL HYSIERECTOMY”’ OF DR. R. E. 
MAUGHTON, OF RICHMOND, IND. 


BY MARY A. DIXON-JONES, M. D., NEW YORK CITY, N.Y. 


The editor of the American Journal of Surgery and Gynecol- 
ogy wrote me December 8, 1898: “I beg to call your attention to 
an article in the November number of my journal (p. 103) by Dr. 
Haughton, on the First Total Hysterectomy of America. Do you 
wish to reply to it?” ‘ 

Dr. Haughton’s paper, as a reminiscence, may be very in- 
teresting; but its historical and scientific aspects are another 
question. He heads his article “The First Total Hysterectomy,” 
and would have us understand that he performed the first total 
hysterectomy for fibroid in America. Further on we will see 
how he substantiates his claim. He says: ‘the chief reason for 
reporting this case is that it antedates, so far as he knows, the 
statistics of Indiana operators,’ adding: “Now that it has come 
to a question of its proper place, I desire to go before the read- 
ers of the American Journal of Surgery and Gynecology. I de- 
sire that the history of surgery in Indiana may be kept correctly.” 

Dr. Haughton says of his patient: “I examined her tumor 
carefully to be certain of the diagnosis with a view to removal. 
It has been regarded by others as an ovarian ‘tumor, and indeed 
resembled it. We recognized a fiuid-cystic growth, which re- 
sembled an ovarian multilocular tumor. While the growth pre- 
sented the appearance and conditions of a multilocular tumor 
(it was clearly a fluctuating tumor), yet it had deviated from 
the ordinary history of an ovarian tumor in this, namely, that 
it was developt centrally. This led us to suspect a fibroid or 
fibro-cystic growth from the uterus. * * * This fact led us to 
investigate the conditions and possible relations of the uterus, 
and we were not able by any means of exploration to find it. lL 
believed it had been lifted up out of the pelvis * * * the tu- 
mor had dragged the uterus up out of our reach. We decided to 
make the operation. 

“The patient was properly prepared, and the operation began 
by a long incision in the median line. Quite general adhesions 
were formed to the viscera and periioneal surfaces of the abdo- 

n.”’ 

The doctor does not say which viscera, or if the adhesions 
extended ‘beyond the peritoneal surfaces of the pelvis. 

He says: “The multilocular tumor had deviated from the 
ordinary history of an ovarian tumor, in that it had developt 
centrally.” 

I have with high powers of the microscope tried to look into 
the first changes in the development of ovarian cysts; and I find 
the history of their origin all resolves itself into the one great 
recognized fact: that no change in the structure of any tissue or 
organ is possible except by the intervening formation of medul- 
lary tissue, or as we call it, inflammation, and from this medul- 
lary, or embryonal tissue, any new growth or new tissue may 
develop. 

Dr. Haughton continues: “A fuller examination revealed a 
mutiple or polycystic tumor, arising from ‘the lower segment of 
the uterus about the junction of body and neck of the organ, 
by its development enclosing it so completely that there was but 
a trace of womb left, it being comprest and atrophied so that 
not more than one-quarter of an inch in thickness remained.” 
The facts in the last paragraph were evidently discovered 
after the opening of the abdominal cavity. Dr. Haughton ‘had 
told us that in his examination “he had not been able by any 
means of exploration to find the uterus,” “that it was dragged 
out of reach.” Now he is able to tell us where it is, and how 
this multiple or polycystic tumor is lucated; “that it arises from 
the junction of the body and neck, and that only a trace of the 
womb was left, not more than one-quarter of an inch in thick- 
ness!” 

Dr. Haughton further states: “We carefully examined the or- 
gan (the womb) after operation.” “After the operation!’ Before 
the operation he did not know what were the conditions; it was 
after that he discovered there was but “a ‘trace of the womb 
left,” “a quarter of am inch in thickness;’ and it was after the 
operation “he found he had made a total removal of the uterus, 
ovaries, tubes, making a clean sweep of all the internal sexual 
organs!” 

Then, this was not intended?—An unexpected result, an ac- 
cident in the dark! Before the operation, not being aware of the 
conditions, he could not know exactly what he was going to do; 
and not till after the operation did he know what he had done! 


| —that he had made “a clean sweep of all ithe internal sexual or- 


gans!” Alas! alas! 
Sir James Paget, in his lecture on “Calamities of Surgery,” 


sort to the injections in cases requiring incision later. 


did not refer to this, yet it was not a thoughtfully; pre-arranged, 
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scientific operation. It was not started as a hysterectomy, it 
was not finisht as a hysterectomy. From beginning to end 1t 
was uncertain and without definite plans. From Dr. Haugh- 
ton’s own narration the whole operation would seem to have 
been an unintentional mistake, a wholesale removal, and in no 
respect can it be called “A Total Hysterectomy for Fibroids.” 

An eminent surgeon of this city, speaking of Dr. H’s case, 
said: “It was not a typically arranged operation, and cannot be 
called a total hysterectomy.” 

Before the operation Dr. Haughton was not thinking of doing 
a hysterectomy. The operation was wo remove “a fluid-cystic 
growth,” “a fluctuating tumor,” “regarded by some as an ovar- 
ian tumor,” or, as he afterwards asserted, “a multiple or poly- 
cystic tumor.” In attempting to do this he got out all the inter- 
nal sexual organs, and then labeled the procedure “The First 
Total Hysterectomy.” 

He could just as well have called it “The First Oophorec- 
tomy,” “The First Salpingectomy,” “The First Battey’s,” 
“Tait’s,” or “Hegar’s Operation” (in Indiana!) and the first time 
there was “a clean sweep of all the internal sexual organs!” 
So in this wholesale procedure there was a multiplicity of bril- 
liant operations! 

But, possibly before this, surgeons struggling amid many dif- 
ficulties, trying to clear the way for the safety of the patients, 
have, by accident, or some similar ante-mortem procedure, re- 
moved the uterus and made a “clean sweep of all the internal 
sexual organs.” So Dr. Haughton may yet find himself antici- 
pated in his work. Another may claim his honors. 

Cystic kidneys, from wrong diagnosis, have been removed 
for ovarian tumors. Shall the operator, from this unintentional 
mistake, years after take the credit of being the first to pro- 
pose and perform the operation of ‘nephrectomy for diseased 
kidneys,” and thus have the credit of a procedure that in the true 
originator has been the result of much thought, premeditation 
and careful planning? 

An operation means thought, pre-arrangement, a settled plan, 
an aim, and a distinct object. 

But in Dr. Haughton’s “reminiscence” there is yet another 
consideration. He says: “There was but a trace of the womb 
left, not more than a quarter of an inch in thickness.” If this 
is so, where was the fibroid tumor? Was it intramural? or in- 
ternal? Or did he find it in the fluid-cystic growth, or in the mul- 
tilocular tumor? Where was it? 

He informs us that “the multiple or polycystic tumor arose 
from the lower segment of the uterus about the junction of the 
body or neck of the organ.” Still no mention of the fibroid! Dr. 
Haughton had said previously: “While the growth presented the 
appearance and conditions of a multilocular tumor, it was clear- 
ly fluctuating, yet it had deviated from the ordinary history of 
an ovarian tumor, namely, that it developt centrally, and this 
led him to suspect a fibro or fibro-cystic growth from the uterus.” 
Suspect! Now we come to the main point of the whole reminis- 
cence! “He suspected that a fibro or fibro-cystic growth exist- 
ed!” Therefore, by a sweep of his imagination, he called his 
“a clean sweep of all the internal sexual organs,’ A Hysterec- 
tomy for Fibroids,” or as the heading of his article states, “The 
First Total Hysterectomy.” 

Dr. Haughton states distinctly: “A polycystic tumor arising 
from the lower segment of the wterus about the junction of the 
body and neck of the organ.” If this was the case, there ought 
to have been found at that spot, if anywhere, the fibroid growth. 
This was the place for it to have originated; but there was none 
there! Is it not then reasonable to suppose that ‘by a little more 
investigation the doctor would have found at this spot a mis- 
placed and adherent tumor; and from this misplaced ovary was 
developt the multiple or polycystic tumor? Such a tumor would 
be the natural outgrowth of a diseased ovary; and the diseased 
ovary, by pressure, might have been reduced as small as was the 
uterus, namely, “only a trace left, not a quarter of an inch in 
thickness.” An ovary would be more easily comprest and 
atrophied than solid uterine tissue. 

Why did not Dr. Haughton, at this time, present his speci- 
men and the result of this operation before some medical socie- 
ty and let his brethren learn of him, and he of them? Then all 
these doubts would have been cleared up, and he would not have 
resurrected this operation at the end of twenty years as “a to- 
tal hysterectomy for fibroid.” 

If he had thought his procedure was good, why did he not 
make it known to his professional brethren that they might have 
had the advantage of it in their great work of saving human life? 
Certainly if it could give more light, it should not have been 
kept buried for twenty or more years. Or was it as MM. Vel- 
peau and DuPaul once askt the French Academy of Medicine: 


“Where are the records of failures? Where do ithe bashful ones 
hide?” 

But there are other reasons why Dr. Haughton should have 
made this operation known. It was done in 1876, and the author 
says: “The peritoneum was closed by sections, after thorough 
care as to perfect cleansing and drainage.” Did the doctor then 
realize how much Indiana was ahead in these respects? ‘Perfect 
cleansing.” I suppose this is washing the peritoneal cavity with 
water made antiseptic or aseptic. 

Granville Bantock, of London, so successful an _ operator, 
said: “The first time I washt out the abdomen was November 
18, 1884.” Yet it was done in Indiana in tthe fall of 1876! So 
Granville Bantock, of London, did not have this “perfect cleans- 
ing” for eight years after! 

Joseph Lister, in an address before the surgical sections of 
the International Medical Congress* August 8, 1881, said: “When 
several years ago Dr. Keith exprest to me an intention of per- 
forming an ovariotomy antiseptically, I strongly dissuaded him 
from this purpose.” “At the same time,” said Joseph Lister, “I 
believe the day will come when strict antiseptic treatment will 
prove valuable in ovariotomy.” Joseph Lister little thought that 
Richmond, Ind., had anticipated him in this, and had utilized it 
five years before! 

Richmond, Indiana, is still ahead. It was not till 1885 that 
W. W. Cheyne, Professor of Surgery in King’s College, was able 
to get out his beautiful work on Antiseptics, and not till 1894 
did he get out-his book on a fuller and practical application of 
antiseptics; it was also in 1894 that Hunter Robb, Professor of 
Gynecology in Cleveland, O., got out his work on Aseptic Surgi- 
eal Technic; and not till 1898 did Rose and Carleff, of London, 
get out their work on Antiseptic Surgery. But Richmond, Ind., 
had all this in 1876. 

Again as to “perfect drainage.” Can we conceive how little, 
at that time, drainage was used in this country? Peaslee ‘had 
proposed it, and Marion Sims was then trying to introduce drain- 
age by Douglas’ cul-de-sac. Schroeder, in Germany, was strug- 
gling with the same question, and he wrote (American, Journal 
of Obstetrics, 1876, p. 141): “The abdominal cavity cannot be 
satisfactorily washt out through a simple opening in the ab- 
dominal walls, so the only efficient procedure, it seems to me, is 
to perform laparotomy, and then to perforate and _ establish 
drainage through Douglas’ cul-de-sac from within.” 

Bantock, in his fourth case of ovariotomy, November 13, 
1875, said, May 24, 1879 (British Journal): “The patient died of 
septicemia ninety-six hours after operation. Looking back on 
this case, with the light of subsequent experience, I now see I 
ought to have used a drainage tube.’ So with all its opportun- 
ities Bantock had to grieve that he did not, in 1875, have “per- 
fect drainage,” and probably he did not have it till after 1879; 
yet “perfect drainage” was in Indiana in 1876. 

On one occasion about this time, Thomas Keith also made 
the lament: “I was then ignorant of drainage.” Marion Sims, in 
his wonderful paper about ithis period, called attention to the 
markt lack of drainage in many of Sir Spencer Wells’ cases. Sir 
Spencer Wells was then approaching his one thousandth ovar- 
iotomy and was in the very blaze of the intellectual light of that 
day. Marion Sims takes us into the very death chamber of Sir 
Spencer Wells’ patients. In the peritoneal cavity of one patient, 
he tells us, “there were between one and three pints of bloody 
serum;” another “contained four to five pints;’ another “seven 
pints of poisonous serum;” arother “forty ounces of dark red 
serum and two ounces of blood clot!’ Thus Sir Spencer Wells 
was not having “perfect drainage.” Who did? Yet, in this sin- 
gle operation, away out in Indiana, there was in 1876 “perfect 
cleansing and drainage!” Still, the patient died the evening of 
the third day! 

When there are perfect cleansing and perfect drainage the 
human organism can stand almost any operation. Death is not 
apt to occur in any recognized operation when there are perfect 
cleansing and perfect drainage. As I said in an article in the 
American Journal of Obstetrics, January, 1897: “Draining and 
surgical cleanliness are the secret of the great and successful sur- 
gery the last few years.” 

I once had a case,* a dermoid cyst of the right ovary, and 
large blood cysts of the left, both ovaries bound to the uterus by 
firm adhesions, also the enlarged pus tubes were bound to the 
uterus and pelvic walls by similar adhesions. There were per!- 
toneal abscesses, and suppuration all around. When I first 
opened the abdominal walls it lookt as if the pelvis was filled 
and packt tightly by these adhering organs. I carefully separ- 
ated and got out the dermoid cyst, the blood cyst and the pus 
‘tubes. Why should I not have made a “clean sweep of all ihe 
internal sexual organs,” and thereby had a “total hysterectomy?” 

*London Lancet, November. 1881, page 863. 

*No. 34, Medical Record, August 7, 1897. 
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This was in 1887. There was so much pus that I washt out the 
peritoneal cavity with one to fifty thousand solution of corrosive 
sublimate, and after flushing freely with water ‘that had been 
boiled. I believed I thus saved the patient’s life. I said in the 
presentation of the specimen before the New York Pathological 
Society, September 28, 1887, “I expected to have a very sick pa- 
tient; instead she recovered at once; the third day her tempera- 
ture was normal.” 


Dr. Haughton says the mass in this patient “weighed forty- 
five pounds.” I removed a fluid-cystic tumor of sixty pounds 
weight;* nor of this did I make a total hysterectomy; this pa- 
tient also had a rapid recovery. ; 

Dr. Haughton in his article says: “The operation for total ex- 
tirpation is one of grave mortality.” So far from being one of 
grave mortality, the statistics, for ‘otal hysterectomy for fibroid, 
are wonderfully successful. Dr. siaughton in his article gives 
some doleful statistics of total hysterectomies for cancer; that 
“in 1881, 93 cases, 63 deaths; in 1886, 119 operations, 67.2 per 
cent of deaths.” But this was from cancer, and by abdominal 
section (not the vaginal route). I said in an article in the Brit- 
ish Gynecological Journal, February, 1898: “Abdominal hyster- 
ectomy for cancer is wrong in principle; first, that the abdomen 
should not be opened for a uterus not enlarged; and secondly, 
it was wrong to take a cancerous cervix through the abdominal 
eavity.” 

The statistics for total hysterectomy for fibroid have from 
the beginning been a magnificent record. Of Bardenhauer’s first 
seven cases ‘the had six recoveries. Professor L. A. Stimson re- 
ported July 27, 1889, four cases, all successful. Dr. Florian 
Krug, December 13, 1891, six cases of total hysterectomy for 
fibroid, one death. Dr. Wm. M. Polk, in 1892, reported eighteen 
eases of total hysterectomy for fibroid, and two deaths, and in 
1894,, 1895 and 1896, “twenty-four cases and one death.” Dr. 
Herman M. Boldt, “55 cases, two deaths.” Dr. Edebohls at the 
Pan-American Congress, Washington, September 9, 1893, stated 
that he had performed total extirpation of ithe uterus six times 
and all the six cases had recovered. Mr. Bowreman Jessett, 
1886-87, reported eight cases, one death; Christopher Martin, 
1895-96, six cases, without a death. Dr. E. W. Cushing in his 
paper read before the Academy of Medicine, March 28, 1895, 
gives abdominal total extirpation of the uterus for myoma, 313 
cases, 39 deaths; 12.4 per cent. 


Dr. Haughton next remarks that his case has never been 
publisht and ‘the chief reason for reporting this case is that it 
antedates, so far as I know, the statistics of ‘Indiana operators,’ 
as given by a writer of Boston in the September 10 number of 
the Journal of ‘the American Medical Association. The quotation 
! make is from bis paper on ‘Uterine Myemata,’ page 569: “rhe 
first operation for the removal of the uterus, including ihe cer- 
vix, viz., total extirpation ‘is credited to Dr. Mary Dixon-Jones 
of Brooklyn, N. Y., who operated’ February 16, 1888, whereas 
Dr. Eastman’s first total extirpation bears date of August, 1889.’ 
If this record be itrue, then my work antedates these operators. 
This operation also antedates Dr. Dixon by 12 years and 9 
months, and the second one (Dr. Eastman’s), 18 years and o 
months.” 


Dr. Haughton’s last sentence is: “Of course this onty refers 
to Indiana history and its bearing on others, altho antedating 
those given. There may have been others.” 

Dr. Marcy’s paper referred to, and which appeared in the 
Journal of the American Medical Association, September 10, 
1898, is most interesting; and I have long admired the beautiful 
surgical work of Joseph Eastman. As to my operation, Febru- 
ary 16. 1888, I had been so fully convinced that total aysterec- 
tomy was the best method that as the result of much thought I 
presented the subject before the New York Pathological Society 
November 23, 1887. The presentation was also the result of 
much previous microscopical investigation, as to the various de- 
generative changes in fibromatous uteri. I felt convinced that 
the cervices of fibromatous uteri were always diseased, and 
could not see how in any way it would be of any advantage to 
leave in the abdominal cavity this diseased remnant of a dis- 
eased uterus. As I said before the New York Pathological So- 
ciety, “It is only a source of danger,’ I had, in my microscopical 
researches especially noted the changes that take place in a dis- 
eased cervix, that it was no longer muscle tissue, but medullary, 
fibrous and cicatricial tissue. 

Once when I presented before the New Pathological Socie- 
ty a sarcoma of the cervix, I said: “It is not so much to demon- 
Strate the sarcoma, as to show that the cervical portion of the 
cervix to be hyperplastic, or diseased, before the invasion of the 


sarcoma. The sarcoma invaded the inflamed, newly-formed 
fibrous connective tissue.* 

When I presented the subject of hysterectomy before the 
same society, at the date above mentioned, November 23, 1887, 
I also presented a nine-pound tumor removed by supra-pubic am- 
putation. Tho the patient was doing well, yet I said, at this 
meeting, that I believed a better and more natural procedure 
would have been to have removed the entire uterus; and gave the 
following reasons: “First, it would have very much shortened the 
operation; second, less shock to the patient; third, would have 
lessened the dangers of the operation; not only shortened the 
time and diminishing the shock, but principally that it gets clear 
of the stump, et tous ses doulers; fourth, the patient would make 
a more rapid recovery.” 

Early in the following January a poor emaciated woman 
called to see me, having a uterine fibroid, which, her physician 
said, “weighed twenty pounds.” Her body seemed only a frame- 
work to support and transport this immense growth. She wanted 
it removed. Her former physician said to her: “If you get Mary 
Dixon-Jones to remove that tumor you will die on the table.’ 
(So I have had to suffer and suffer.) From examining all this 
patient’s conditions, I determined to do total hysterectomy; and 
‘in attempting to carry out this plan I felt I was doing ‘her the 
‘best service; still, during the operation, I was ready at any time 
to give up the proposed procedure if I imagined it would be in 
the least degree to the woman’s advantage, or theleastcontribute 
to her welfare. The enormous difficulties of this operation then 
convinced me, and have since ten thousand times more imprest 
me, that her case could have been successfully carried out only 
by total hysterectomy; and by total hysterectomy the woman was 
up in five days, though against the doctor’s orders; and she was 
practically well by the twelfth day. 

I presented the tumor before the New York Pathological So- 
clety February 22, 1888, six days after the operation, and re- 
lated then the method of the operation.; As I said in the Brit- 
ish Gynecological Journal, February, 1898: “I studied this case, 
and the contemplated operation beforehand. I have since reciewed 
it again and again, and am constanly more and more imprest 
that it was the only way the patient’s life could have been 
saved. I had never heard of total hysterectomy for fibroid be- 
ing done, or Anyone suggesting or in any way considering it.” 

At the meeting of the New York Academy of Medicine, Feb- 
ruary 28, 1895, a most excellent paper was read by Dr. E. W. 
Cushing, of Boston, on Total Hysterectomy for Fibroid. In that 
paper as he then read it, it was thought that my operation, Feb- 
ruary 16, 1888, was the first total ‘hysterectomy for fibroid that 
was ever performed. So thought others. No other opinion was 
given in that meeting, and it was an audience of learned and 
distinguisht men. 

Soon after the meeting of the Academy of Medicine, above 
referred to, Dr. H. J. Garrigues showed me a journal stating that 
the operation for total hysterectomy for fibroid had been done 
in 1881 by Dr. Bardenhauer, of Germany. The same journal 
he sent to Dr. Cushing, of Boston. In an article of the:New York 
Medical Record August 24, 1895, p. 260, I called attention to the 
fact that Dr. Bardenhauer had performed the operation. 

From further researches I found that total hysterectomy for 
myo-fibromata had been done by Charles Clay, of Manchester, 
England, January 6, 1844. And now, if Dr. R. E. Haughton has 
the least claim for doing a total hysterectomy for fibroid in 1876, 
or if there is the least foundation for the supposition, I will 
gladly acknowledge it. 


*Transactions, 1888, p. 65. 
+ Transactions, 1888, p. 21. 


TWO FIBRO'IDS—ONE A LARGE SESSILE SUBMUCOUS TU- 
MOR, THE OTHER A RETROPERITONEAL.,* 


BY MARY H. McLEAN, M.D, ST. LOUIS, MO. 
Gynecologist to the st. Louis Ev: ning Dispensary for Women. 


Perhaps no other pathological growth furnishes us with a 
greater variety of conditions than myo-fibromata in regard to 
size, location, histology, anatomical relations, clinical history, 
systemic complications and operative difficulties. Between the 
small subperitoneal nodule found accidentally on the fundus 
without any symptoms, and the submucous variety which causes 
fatal hemorrhage, 'there are almost as many varieties of cases. 

The two fibroid tumors presented this evening are worthy of 
some little thought, both on account of the tumors themselves, 
their situation and relations to other structures, and on account 
of difficulties encountered in dealing with them, operative and 
post operative. 


*Oase 89, Ibid. 


*Read before the Medical Society of City Hospital Alumni. 
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The first case presented is a large tumor with a history of 
15 or 20 years, which ‘began either as an interstitial or as a sub- 

“ mucous my6ma and grew into the uterine cavity, stretching the 

-) Mtegine walls,into a thin membrane, encroacht upon the vagina, 
completely filled the pelvic cavity and pusht the fundus uteri up 
to the level ofthe umbilicus. The history is as follows: The pa- 
tient, aged .63,-short and stout, has been sterile through more 
tthan 30 years.of married life. For 15 years she has known that 
she had a tumor, and symptoms indicated its presence for near- 
ly 20 years. In the early years of its history the patient had se- 
‘vere and repeated hemorrhages, but little pain. About 10 years 
ago she was operated on by a surgecn who seemed to have attempt- 
ed morcellation in several successive sittings. Such alarming 
hemorrhage resulted from the early attempts that this method 
was abandoned. She has had no hemorrhage for about two 
years, but for more than a year she has had a profuse purulent 
discharge from the vagina, necessitating the use of at least 10 
heavy napkins daily. During the past year, also, the pressure 
upon the bladder and rectum has increast and interfered greatly 
with micturition and defecation. An examination revealed an 
immense solid tumor entirely filling the vagina and extending to 
‘tthe level of the umbilicus. A very thin, sharp rim of tissue was 
detected by the finger high in the vagina to the right, which 
was taken for the greatly stretcht cervix uteri. Percussion of 
the abdomen elicited dullness up to the level of the umbilicus. A 
large quantity of pus escaped from the vagina during the ex- 
amination. Urine was normal, heart beats were fairly gocd, 
with a slight mitral murmur, and ‘the patient was eager to be 
relieved of her burden. The pressure of the tumor and the risk 
of septicemia led us to advise its removal. The patient was kept 
on full doses of strychnin for three weeks and had daily anti- 
septic douches. The douches were not very effective because 
of the close packing of the tumor in the vagina. 

December 2, 1897, at the Protestant Hospital, assisted by 
Drs. Bedal, Marx and Bishop, I operated. Morcellation by the 
vagina was considered ‘but discarded on account of the great size 
of the tumor, and the difficulties to be encountered in controll- 
ing ‘hemorrhage. With a long obstetrical intrauterine nozzle- 
douche we cleansed the vagina as thoroly as possible. The pa- 
tient was then placed in the Trendelenberg position, and a 6- 
inch incision made through the fat abdominal walls. A good 
many adhesions ‘to the omentum and intestines were found and 
separated with little difficulty; then the greatly stretcht right 
broad ligament was ligated with catgut and cut as far down as 
possible. The ovarian artery was tied on the left side, the blad- 
der separated with great care, and the uterus and tumor were with 
great effort pulled over from the right side, forceps applied to 
the left uterine artery, the ligament severed and ‘the tumor de- 
livered with uterus and appendages. The left ligament and uter- 
ine artery were then ligated with catgut and all oozing stopt 
with finer catgut running sutures. 

When the pelvis seemed perfectly dry, the two ‘broad _liga- 
ments were tied together and the peritoneal edges united with 
catgut from one side to the other, completely closing the peri- 
toneal cavity. In the effort to pull out the tumor from the pel- 
vis free hemorrhage was encountered with each puncture of the 
large tenacula; but this was quickly controlled with pressure for- 
ceps, so that up to this point in the operation we had lost very 
little blood. Then I made a mistake—I closed the abdominal 
wound with ithe patient still in the Trendelenberg posture. 

The pulse up to this time had been good. I hastily turned 
the table around and had my patient slowly lowered from the 
Trendelenberg posture in order to pack the vagina with sterile 
gauze. As she reacht the longitudinal posture, I found a free 
venous oozing, failed to grasp the ligaments with forceps and 
so hastily packt the vagina tightly with gauze. Her pulse went 
up to 120 and I gave at once a pint of normal saline solution un- 
der the right breast and free stimulation with strychnin. She 
responded well to the stimulation and was put to ‘bed in fair 
condition, but showed great shock for 24 hours. Strychnin was 
given in 1-80-grain doses-every two hours for 24 hours, then every 
three hours, and ‘another pint of normal saline solution was giv- 
en on the first day. The pulse gradually came down and though 
intermitting every ninth or tenth beat was of fair quality. On 
the second day the pulse was 110, and the temperature rose to 
100.6 degrees, and the patient seemed much stronger. At the 
end of 48 hours the patient complained greatly of the vaginal 
packing and it was very carefuly removed. To my great aston- 
ishment, free venous hemorrhage followed its removal, so that I 
had to pack agaip very tightly; 24 hours later some oozing from 
ithe vagina occurred through the gauze and then more gauze was 
introduced. The temperature ranged from 99.2 to 101 degrees; 
pulse, 96 to 100; respiration, 24 to 26. Urine was in good quan- 
tity and free from albumen, bowels moved well, and the patient 


enjoyed her liquid diet. On the morning of the fifth day the 
patient exprest herself as feeling quite well enough to sit up, 
and had a delightful half hour chatting with ther husband, who 
felt quite safe in leaving her for the country home at 8:30 a. m. 
About 10 a. m. the patient began to breathe rapidly and heay- 
ily and to look distrest. On seeing her shortly afterward I 
found labored respiration—40 to 46 per minute, soft pulse and a 
tremendous splashing murmur over the heart. This great stead- 
ily worse in spite of stimulation, and the patient died 24 hours 
later, with every evidence of embolism. At the autopsy we found 
the abdominal wound and vaginal vault sealed, but blood clots 
and free blood in the vagina on the gauze. There seemed to be 
a failure on the part of Nature to close up the veins, which must 
‘have been enormously distended by the tumor. 

The tumor is ovoid in shape and attacht to the entire fun- 
dus, with no attempt at a pedicle. The largest similar tumor I 
have been able to find in literature is one operated by Dr. A. 
Martin, of Berlin, and referred to in ITKelly’s new “Operative 
Gynecology.” It was 16x12x9 cm. The cervix is stretcht about 
it into a thin membrane, but the fundus seems thickened. In its 
present state, after six months in alcohol, it weighs four pounds 
and measures 20x14x13 cm. I have not been able to determine 
the source of the profuse purulent discharge. ' 

Dr. Charles T. Parkes, of Chicago, presented a somewhat 
similar but much smaller specimen to the Gynecological Socie- 
ty of that city in January, 1889. It was reported in the Ameri- 
can Journal of Obstetrics for 1889. He says: “The body of the 
uterus stands directly on top of the tumor and the tumor pro- 
truded far into the pelvis and grew downward so that it almost 
presented at the vulva, forcing itself into the abdominal cavity.” 
He seems also to have encountered great difficulties in the op- 
eration, for he says: “For so simple a tumor as this in size, it 
was in all respects the most formidable operation in the extent 
of the incision and damage done to the organs of ithe pelvis I 
have had anything to do with.” 

This case is one more added to the many which go to prove 
that we cannot look to the menopause for any certain relief in 
cuses of fibroid tumors. As it is universally admitted that the 
mortality in abdominal operations is greater after 50 years of 
age than before, it does seem that the treatment of fibroid tu- 
mors previous to the menopause shou:d be more radical than at 
present. 

My second specimen is a retroperitoneal fibroid with cysto- 
sarcomatous degeneration. The patient, aged 46, was a healthy 
girl, with normal menstruation. She was married at the age 
of 22 and had one child when she was 26, with a placenta previa, 
and was an invalid for two years afterward. After this she 
was a fairly strong, healthy woman until the tornado, which 
gave her a terrible shock. Since then she has ‘had pelvic pains, 
backache and difficulty of micturition, with constipation. When 
I first saw the patient, March, 1897, she was very thin and weak 
and miserable, with an abscess in the left groin which dis- 
charged freely, and healed very slowly. A pelvic examination re- 
vealed a hard, ill-defined mass, back and to the left of the uterus, 
limited in mobility, sensitive to the touch and with no lines of 
separation from the uterus. There was some difficulty in the 
differential diagnosis ‘between pelvic abscess and uterine fibroid. 
We finally made the diagnosis of a fibroid of the uterus, how- 
ever, and succeeded at times in moving the tumor through a 
limited range. The patient was kept under observation and on 
tonics and good food for six months, and she greatly improved 
in general health. 

October 15, 1897, at the Deaconess Home, assisted by Drs. 
Marx and Bedal, I made an abdominal section, and found the 
uterus almost normal in size and position, with a small subperi- 
toneal fibroid on the right corner, appendages on both sides ad- 
herent, and the fibroid entirely separate from the uterus lying 
under the peritoneum on the left side of the vertebral, column 
from about the second sacral to the third lumbar vertebra. with 
the latge intestine on its inner side, the mesentery growing di- 
agonally across its upper half, and the left ureter coursing along 
its left border. The appendages were removed and catgut liga- 
tures used, the small fibroid was shelled out and the peritoneum 
covered over its bed. Then a longitudinal incision was made 
over the tumor, carefully avoiding both mesentery and ureter, 
and the fibroid was with considerable difficulty shelled out. In 
this manipulation the whole colon seemed near the pelvic brim, 
the descending colon twisted over the inner side of the tumor and 
no small intestine was seen during the operation. Since quite a 
cavity was left in (the tumor-bed and the oozing found difficult 
to control, gauze packing was put in and the peritoneal flaps 
were stitcht to the abdominal peritoneum. The rest of the in- 
cision was closed with through silkworm gut sutures and inter- 
rupted catgut in the fascia, as is my custom. The patient rested 


_ 
| 
| 
or 
Ww 
‘ic 
| bi 
re 
bo 
ju 
as 
| br 
stl 
es 
ele 
| en 
int 
me 
tic 
in 
| ap) 
gal 
the 
| the 
pat 
fla 
tha 
am 
infl 
enc 
olo, 
exe 
an¢ 
ene 
ato: 
tior 
+ 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


137 


well and endured well the nausea of the first day. On the third 
day we removed the gauze drain and repackit. Drainage had 
been free. 

On the 19th she had a rise of temperature—above 101 degrees. 
I tried to move bowels, but with very slight response. Tempera- 
ture rose to 103 degrees; pulse to 110 to 115. There was some 
tympanites and no solid feces. Fearing intestinal kinking and 
obstruction, I reopened the abdomen October 22, just one week 
after the operation, Drs. Sharpe, Marx and Bedal assisting me. 
Union of incision was good throughout and I was pleased to 
find good union of layer to layer. There was no pus anywhere, 
but the colon was adherent to the broad ligament stumps on 
either side in such fashion as to stretch it around the peritoneal 
sac of the tumor cavity. The colon was relieved and the site of 
adhesion sponged, the sac repackt and attacht at one point to 
the line of incision, and the wound closed with silkworm gut. 
The patient rallied well, fever subsided at once and recovery 
was uninterrupted. The sac was drained and doucht daily until it 
healed, November 11. The patient left the hospital November 
25, ready to resume her household duties. 

The origin of this retropenitoneal fibroid is a question for 
discussion. It was widely separated from the wterus and close- 
ly attacht ‘to the colon, which gives some reason for believing 
that it may have originated in the intestinal wall. 

A tumor similar to this in shape, size and situation js de- 
scribed by Dr. Richard Krukenberg in the Centralblatt f. Gyne. 
cologie, No. 52, 1897. That tumor was more intimately asso- 
ciated wiith the colon wall, however, than this one. 

Dr. C. Fisch, who kindly examined the specimen for me, finds 
the tumor to contain glandular remnants, which seem to demon- 
strate its uterine origin. I subjoin his report: “The examination 
of the tumor showed that it was a fibroleiomyoma with some foci 
of round cell infiltration and myxomatous degeneration. The 
small fibroid proved of interest, inasmuch as it contained glan- 
dular structures, which in the fibroids are said to be remnants 
of the Wolffian body. In some planes of the large tumor a very 
active cell proliferation can be observed, giving the tumor some- 
what of a sarcomatous character.” 


ELECTRICITY AND GYNECOLOGY. 


BY MARGARET A. CLEAVES, M. D., NEW YORK CITY. 
Director of the New York Electro-Therapeutic Clinic 


There can be no doubt but that every organ, whether vital 
or not, bears an important relation to ithe complex whole, in 
which fact is to be found a strong plea for conservatism in med- 
icine. This is not only true in the pelvic pathology of women, 
but in all departures from the normal, whether in men or women, 
regardless of anatomical locality.. That the highest interests of 
both under all circumstances can best be served by maintaining, 
just so far as is possible, the anatomical integrity of the body 
as a whole goes without saying, and such maintenance has a 
broader significance than preserving ‘the integrity of physical 
structure. 

Of conservative measures none should rank higher in the 
estimation of the physician and surgeon than an expenditure of 
electrical energy. There is no stimulant to living tissue which 
an be so carefully localized, so precisely dosed, in short, so 
scientifically administered, as the electrical stimulus. To ‘this 
end, however, there is required not only ithe highest skill of the 
intelligent physician, but a thorough comprehension of funda- 
mental principles of electro-physics—physiology and therapeu- 
tics as well. 

There are few gynecological conditions, save those which are 
in the strictest sense surgical, but are amenable to the scientific 
application of electricity. Unfortunately this agent has been re- 
garded by the gynecological specialist as indicated especially in 
the treatment of uterine fibroids. This may be considered almost 
the least of its uses. It is only necessary ‘to refer to pelvic 
pathology and to influences of the current upon nutrition and in- 
flammation, the key-note to electro-therapeutics, to appreciate 
that every condition characterized by mal-nutrition, as for ex- 
ample, the relaxit, atonic and undevelopt states, by congestion, 
inflammation and degenerative change, can be favoraby influ- 
enced to a greater or less extent, according to the stage of path- 
ological change, by skilled electrical treatment. 

The best results in pelvic conditions, fibroids not necessarily 
excluded, are to be obtained, however, not by the use of high 
and destructive doses, but by such an expenditure of electrical 
energy as will exert a directive influence upon molecules and 
atoms tending to the restoration of nutritive processes and func- 
tional health. 

Among the methods in use there are two, which theoretical- 


ly and practically fill these conditions best, viz., the use of oxi- 
dizable metals at the positive pole, and hydro-electric applica- 
tions. As a discussion of but one is permitted at this time, 
a synopsis of classic cases, treated by the latter, may be of in- 
terest. A vaginal hydro-electric application is always indicat- 
ed where the resolutiun effects of the current are desired, and all 
the tissues with which the water comes in contact become the 
electrode, and the active pole of the circuit. Its use is indicated 
in the following conditions: Vulvitis; pruritus vulvae (both 
simple and diabetic), eczema of the vulva, chronic vaginitis, gon- 
orrheal vaginitis, relaxt and congested conditions of the uterus 
and vaginal walls; in leucorrheas dependent upon ‘tthe same, iu 
displacements associated with these conditions, in parametritis, 
pelvie exudates, ovaritis, and not only as supplemental to intra- 
uterine application ‘in fibroids, endometritis and salpingitis, but 
in some cases meeting the indications so satisfactorily as to ob- 
viate the necessity for invasion of the cavity of the uterus. By 
suitable adjustment of the vaginal-douche-electrode every ‘inters- 
tice of the vagina can be folded out, and by the proper placing 
of surface contacts, abdominal and lumbo-sacral, so as not only 
to interpose the least resistance in the conducting cireuit, but 
also to bring the origin of nerve supply to the pelvie organs un- 
der the beneficent action of the current, an expenditure of en- 
ergy will be had capable of influencing every organ tissue and 
cell, but an expenditure so gentle and painless as to be absolute- 
ly without untoward effect, altho doing work in the tissues, often- 
times to a considerable fraction of a horse power; work charac- 
terized by a definite polar activity, tending to the establishment 
of nutritive changes, influencing the absorption of the products 
of inflammation arresting degenerative changes, or absorbing in- 
flammatory action, if treatment is instituted early enough. 

M. R., aet. 34, married, one child, parametritis, complicated by 
fibroid, pre-mensirual pain, menstrual distress, impaired nutrition, 
constipation, nervous irritability, insomnia from pain; recurring 
attacks of inflammation; last attack of four months’ duration, 
June to September, 1898.. 

December 5, 1898, Physical Examination: Uterus, low in pel- 
vis, antiverted, immobile, sensitive, pelvis rooft in with exudates; 
mass to left involving the uterus (fibroid); left ovary sensitive. 
After three years of invalidism and five months of constant pain, 
with insomnia, there was secured as \the result of a vaginal hy- 
dro-electrie douche (4 quarts normal saline solution, T. 100 de- 
gress F., negative, 10 milliamperes), complete relief from pain, 
with sound and refreshing sleep for the two consecutive nights 


intervening between first and second applications, the first un- 


broken sleep for three months. ‘The case remains under care. 

Case 2. Mrs. C., September 7, 1894. Ovaritis, right; exu- 
dates, right side; fibroid tumor, intra-mural developt in right 
and anterior walls of uterus. Uterus immobile, canal tortuous, 
pelvic pain, sereness, sensitiveness to pressure. especially in 
right iliac fossa, cruralgia, constipation, premature and profuse 
menstruation, impaired health. Here vaginal hydro-electric 
douches only were used, negative, 20 to 50 and 75 milliamperes. 
Twenty-eight treatments in all were given extending over a pe- 
riod of four and one-half months. Result, complete relief of all 
symptoms, disappearance of exudates, with return of uterine 
mobility, regular bowels, regular and normal menstruation, re- 
lief of crural pain, and establishment of general health. The 
fibroid mass became firmer, harder, and more defined; there was 
slight diminution in size, due in part to better definition of mass, 
complete cessation of symptomatic evidence of disease. Here 
the current traverst tissues of least resistance, and energy was 
expended mainly on the ovary and exudated mass. ‘Treatment 
was suspended January 24, 1895, and between seven and eight 
months subsequently the patient, who had been sterile from 
nvarriage (several years), became pregnant, past through a nor- 
mal pregnancy, and in the spring of 1896 gave birth to a well- 
developt child. She had no trouble at her confinement and was 
in excellent health when heard from twelve months later. 

In these cases there was a gentle and silent expenditure of 
electrical energy, absolutely painless, in which the chemico-physi- 
eal action of the current was utilized, producing its effects in 
the following ways:* 

1. By the chemical effects of the products liberated at the 
electrodes or in the substance of the tissues. 

2. By the removal of electrolytes (chiefly inorganic substan- 
ces), which are necessary for the vitality of the tissues, leading 
to inereast absorption of these elements and perhaps in conse- 
quence to increast activity of the general nutrition on the tis- 
sue, or if the action be more intense, to diminisht vitality, de- 
generation or death. 


*G. N. Stewart, Studies from the Pathological Laboratory. 
Owens College, Manchester, England. 
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3. By cataphoresis (most important) leading to increast trams- 
ference of substances around the cathode, diminution around the 
anode, and the consequent increase of eliminating or absorbing 
activity by which a tissue returns to healthy equilibrium or to 
any of the results which follow the disturbance of that equilib- 
rium beyond tthe limits of health. 

4. By raising the local temperature in both cases, but the 
physiological change may be (is) very different. 

The following cases of hemorrhagic fibroids are illustrative of 
the good results following similar treatment (simply changing 
the polarity to meet the pathological indication), and emphasize 
the fact that wherever the desired object can be obtained with- 
out intra-uterine applications the patient’s bes. imterests are 
served. 

A. O. D., det. 44. Single; intra-mural fibroid; menorrhagia; 
one week, ten days, and two weeks, profuse; persistent anemia; 
pain and pressure symptoms. Under the influence of vaginal 
hydro-electric applications 4 quarts normal saline solution, temp. 
100 F. positive; surface contacts 40 sy. in. (258.25 sq. ¢. m., to 
abdomen and 45 cq. in. (285 sq. cm.) in area to lumbosacral 
region, 20 to 30 m. a. two or three times weekly for the inter- 
menstrual weeks, there was secured complete control of the 
hemorrhage, relief from pain and pressure symptoms, establish- 
ment of general health, definition and slight reduction of the 
mass by interference with its circulation, depriving it of the 
fluids and salts necessary to its nutrition and preventing the re- 
turn of fresh proteid nutriment to the growth itself. This was 
accomplisht in three months’ treatment, and the patient’s gen- 
eral health has been better than for years. Treatment was in- 
stituted immediately after an alarming hemorrhage. At the 
second period after treatment the flow lasted but three days and 
was without disturbance of any sort. 

In ithe case of KE. M., aet. 44, intramural fibroid, ten years 
duration, menorrhagia and metorrhagia, alarming at times; two 
curettements, profound anemia, nerve exhaustion, pain and 
pressure symptoms; there was also establisht relief from lhem- 
orrhage with definition of the mass within first three weeks’ 
treatment, by daily vaginal hydro-electric applications (positive), 
with the 20 to 30 m. a. of-current; further treatment was 
supplemented by three intra-uterine applications of silver elec- 
trolysis, 10 to 20 m. a., once a week during the three inter-men- 
strual weeks for a series of ‘three months all told, with the 
result of maintaining complete control of the symptoms, reduc- 
ing the size of the growth and establishing general nutrition. 
When heard from, some eight months after discontinuance of 
treatment, she reported that she had not been so well for many 
years. ‘Treatment was instituted after several very profuse 
menstrual hemorrhages, which had left her almost exsanguin- 
ated. 

In a hemorrhagic fibroid, or a uterine hemorrhage from other 
cause, it is not only the vaginal mucous membrane to which the 
eataphorie influence of the current extends, but to the uterus, 
as well as other pelvic tissues. In a hemorrhagic condition for 
which such an application is indicated, there is great vascular- 
ity of the entire organ, as well as of all pelvic tissues. To ob- 
tain a more intense polar action in such cases there can be used 
a stronger saline solution than normal (altho, as a rule, nor- 
mal saline solutions only should be used on account of the 
untoward action of strong saline solutions upon mucous mem- 
branes). Because of the cataphoric action of the current there 
ean be secured by the use of large surface contacts with well- 
wetted percutaneous electrodes and filling of the vagina with 
water the characteristic action at the anode. In accordance with 
the physical law governing cataphoresis the thickness and area 
of a porous diaphragm have no effect upon the amount of liquid 
transferred, provided the current strength is constant, but a 
thick septum or diaphragm, with a small active surface, adds 
greater resistance ‘to a circuit than a thin diaphragm or large 
active surface and will, therefore, tend to restrict the current 
strength and, therefore, the amount of liquid transferred. With 
the large square inch area of the anterior and posterior surface 
contacts and that afforded by distension of the vagina with the 
electrolyte, viz., the saline solution, resistivity is lessened, cur- 
rent strength increast, with increast transference of fluids from 
the anode to the cathode. This method of application may also 
be utilized for the purposes of cataphoric medication. 

In a ease of gonorrhkeal vaginitis and urethritis with oppor- 
tunity for infection three months prior to coming under care, 
characterized by frequent micturition, stinging and burning pain; 
itching; creamy discharge oozing from vagina and meatus urina- 
rius; extreme redness of mucous membranes of vulva; localized 
redness of meatus urinarius; vagina reddened and bathed in 
creamy discharge; slight granular erosion of cervix uteri; four 
applications of the vaginal hydro-electric douche, cataphoric, 3 


*Houston & Kennelly: Electricity in Electro-Therapeutics. 


grains sulphate of copper to a quart of water, 2 quarts, T. 100 
F., indifferent electrode, 40 square inches in area (258 sq. ¢. m.) 
to abdomen, negative, were made. Complete relief from all symp- 
toms followed the first treatment with micturition of nearly 
normal frequency. Improvement was obtained under subse- 
quent treatment, but the ultimate history of patient not known. 

In a series of cases of eczema of the vulva, thighs and nates 
associated with pelvic disease, ‘treated by means of vaginal 
hydro-electric applications, normal saline solution, negative, ap- 
plied not only to vagina, but to all affected parts with from 
five to twenty-five milliamperes of current, prompt relief was 
establisht, followed by recovery. From four to six applications 
were made at intervals of from two to three days. 

In a case of eczema of the vulva of twenty years standing, 
with ‘the most intolerable itching, for which the patient had 
resorted to various means of relief and obtained none, the en- 
tire mucous membrane of the inner aspect of the labia was 
thickened, leathery and fissured. At the ostium urethrae and 
vaginae the color was an intense crimson, and the same condi- 
tion extended into the vagina. Markt relief from constant irri- 
tation, with a tendency on the part of the fissures to heal, was 
establisht after one application, and after four treatments, ex- 
tending over a period of two weeks, the mucous membrane was 
found to be sound and whole, normal in color, soft in texture, 
while the local congestion had entirely disappeared. Subse- 
quently other treatments were given in order to establish per- 
manent nutritive changes. After a lapse of four years the pa- 
tient remains well. 

The most markt improvement always follows the first two 
or three applications. The subsequent progress is slower and, 
to insure the best results, the dose, length and frequency of 
applications, based upon a thorough understanding of underly- 
ing pathology, as well as fundamental principles of electro- 
physics and physiology, must receive careful consideration. This 
is true, whatever the nature of the pathological change. The 
following case illustrates very happily the prompt action of the 
current where the trouble was simply due to a mal-nutrition: 

B. B., female; age 62; widow; domestic duties; incontinance 
of urine; came under treatment November 5, 1898; sick for five 
years; sequela of grippe; urethral orifice relaxt; wears napkin 
constantly. Treatment: Vesical hydro-electric douche, 2 quarts 
normal saline solution, T. 100 F. negative; surface contacts 50 
sq, inches in area (822.5 sq. c. m.) to lumbo-sacral region, 6 m. a. 
10 minutes. Nov. 12.—Since treatment has been able to go six 
hours without escape of urine. Treatment repeated Nov. 15; no 
incontinence; no trouble of any sort, sleeps better; treatment 
repeated; discharged; recovered, at least there has Deen no return 
of trouble thus far. 

E. W., single, age 24, dysmenorrhea and leucorrhea, entire 
menstrual life; pre-menstrual pain two days; menstrual pain 
first 24 hours; cramping, nausea and vomiting; uterus slightly 
anteflext not freely mobile—cervix long, conoidal and eroded. 
Thirteen vaginal hydro-electric applications, extending over a 
period of four months, were given. There was markt lessening 
of leucorrhea after the third treatment, menstruation was es- 
tablist after the third visit, with but slight pre-menstrual pain. 
No menstrual pain for the first time in her life. Her improve- 
ment continued; no menstrual pain for remaining periods while 
under observation. Here by the improvement of pelvic circula- 
tion nutritive changes necessary to painless function were es- 
tablisht. 

A ease of complete uterine prolapse, ovaries enlarged and 
sensitive cystocele as large as a hen’s egg, mucous membrane 
dry and thickened perineum, relaxt and rupture of internal fibres 
of five years’ duration; had thirteen vaginal hydro-electric ap- 
plications, negative 20 m. a. current, supplemented by vagino- 
abdominal induct current, secondary fast interruption 300 yards, 
extending over a period of five weeks; improvement in circulation 
from first treatment, cystocele reduced one-third; at fourth visit 
no cystocele on inspecition, ovaries no longer sensitive, uterus 
higher in pelvis, and general health improved; gain in weight, 
8% pounds. Ten months later patient reported and physical ex- 
amination showed improvement to have been maintained. Cer- 
vix uteri was two inches from introitus. This case is reported to 
show what may be accomplisht where, because of rupture of 
internal perineal fibres, surgical measures were clearly indicated. 

These cases are suggestive of the value of a form of appli- 
cation devoid of galvano-caustic action, in a variety of pelvic 
conditions. If made with full knowledge not only of pathology, 
but of the laws governing the action of the electricity, such 
measures are absolutely free from untoward effects of any sort. 


In menorrhagia three grain doses of hydrastira will often 
check the flow. 
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TREATMENT OF ENDOMETRITIS.* 


BY LILLIAN G. TOWSLEE, M. D., CLEVELAND, O. 
‘Assistant to the Chair of Gynecology in the Cleveland College of Physicians and 
Surgeons, 


When invited by the secretary of this society to read a paper 
it required considerable time to decide upon what subject it 
would be best to write. After the secretary wrote to ascertain 
the subject of my paper, as the program must be in the printers’ 
hands by December 1, it suddenly occurred to me to present the 
old, but practical subject: The Treatment of Endometritis. There 
will probably be nothing new in this paper, but as there are 
more women who have endometritis than any other pelvic dis- 
ease, it seems to me fitting to give you my experience, with the 
hope that the time will not be misspent. 

That endometritis is of special importance in the treatment 
of diseases of women and gynecologists meet with it more fre 
quently than any other disease is a well-known fact. Therefore, 
the curative treatment constitutes a large amount of the prophy- 
laxis of other pelvic diseases. If endometritis could always be 
removed before the inflammation extended to the tubes and ova- 
ries, gynecological work would be simplified, as endometritis is 
the forerunner of salpingitis and ovaritis. What ‘is most to be 
feared in every case is that the inflammatory process will extend 
to the uterine appendages. There is no doubt salpingitis is 
caused by an inflammatory condition of the endometrium. In 
many cases, ‘therefore, chronic endometritis Is complicated by 
metritis and salpingitis, the disease simply spreading to the 
tubes, for the anatomical structure is nearly the same. It is im- 
portant to treat it in the early stages. But as a rule a woman 
does not consult a physician until the disease has reacht tne 
chronic state, unless it be of specific origin; and in many or 

‘The disease may be limited to the cervix tho usually the 
whole uterine canal is involved. In time the local disease will 
these cases even very early the gonococcus has past into the 
comes impaired (often ‘with nausea)—so-called uterine indiges- 
tion—and the woman later becomes nervous, irritable, easily ex- 
tubes and ovaries. 
make an impression on the general health; the patient is easily 

An easy division of endometritis is into Simple, Specific and 
fatigued, becomes anemic; She loses energy, the appetite be- 
cited and often hysterical. 

Septic. 

Simple endometritis is found in girls, especially in cases 
where there is a stenosis of the cervical canal. A few drops of 
blood may be pent at the close of each menstrual period and 
decompose and thus set up a slow process of inflammation until 
in time (it may be short or long) the uterus becomes enlarged 
and we have a metritis as a complication; or the uterus becomes 
too heavy for the ligaments to hold it in place and we have a 
displacement, more often a retroversion, exaggerated cases a 
retroflexion, more rarely an anteflexion. In delicate girls and 
women the mucous lining of the womb becomes degenerated, 
resulting in uterine catarrh. But exposure or wet feet may cause 
an endometritis. When there is no disease of the appendages, 
the uterus can be examined with a sound, taking care that it is 
aseptic. If the sound, handled carefully, causes bleeding or 
pain, there is a diseased membrane which should receive prompt 
treatment. 

Septic endometritis is more common after abortion than la- 
bor. Before the day of antiseptics a large number of patients in 
lying in hospitals had a rise of temperature which was due to 
#psis or septic endometritis. After absorptions great care should 
be used to prevent such a condition by removing all membranes. 
Acute endometritis following childbirth or abortion or when of 
specific origin must be treated according to the conditions pres- 
ent. If there is retained membrane it should be removed at 
once. In cases following delivery there may be retained secun- 
dines, or blood clots may not have been expelled; remaining, 
they become infected, decompose and cause a septic endometri- 
tis. In such cases one must wash out the uterus after the cavity 
has been emptied. There are cases where irrigation may have 
to be repeated daily for several days, others where one washing 
out will suffice. It depends upon the cause; if debris has been 
left until the patient has been septic for severai days, it will 
probably be necessary to wash out uterus more than once. In 
acute endometritis following abortion one thorough washing and 
cleaning out is all that is usually required. Why risk a woman’s 
life by having her exposed to the dangers of blood poisoning 
when we have a safe and prompt relief by curetting? I have 
been called to cases treated for malaria and found the uterus 
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filled with decomposed membrane. In none of these cases has 
for a week; she was emaciated, with cold extremities, incessant 
vomiting; she had received nourishment by rectum for two 
weeks. On examination I found vagina and uterus filled with 
foul, decomposed membrane. The physician in charge could not 
understand why the vomiting could not be controlled, as nearly 
everything in the materia medica had been used! On the tenth 
day after curetting and washing out the uterus I had the satis- 
the curet failed to relieve. I well remember a case where | 
was called to a ‘hospital ‘to see a woman who had suffered from 
an abortion six weeks previously. Temperature was sub-normal 
faction of sending the woman home to care for her four little 
children. 

The treatment of specific endometritis is the most unsatis- 
factory, as there is bound to be a recurrence in a large number 
of cases. In all probability the trouble, regardless of carefu- 
treatment, has only been relieved temporarily, yet there is al- 
ways a possibility that the disease has not only been checkt, but 
permanently cured. These are about the most doubtful and dis- 
couraging cases the gynecologist has to handle. In cases of 
acute specific endometritis, if the patient has a rise of tempera- 
ture, it is best to put her to bed and use long-continued hot, 
sterilized douches, with or without an antiseptic. If an antisep- 
tic is used, it is essential to select one of the safer ones, unless 
the patient has a trained nurse upon whom the doctor can de- 
pend. If bichloride of mercury is used it is necessary to be care- 
ful that none is left in the posterior fornix, especially if the 
vaginal douches are given several times a day, as it may be 
necessary in some cases. It is better to use boric acid, lysol 
or something mild. The writer prefers the former, as it has 
proven effectual in a large number of cases. 

It may be necessary in acute endometritis to apply heat to 
abdomen for a short time; it at least gives some relief to the pa- 
tient. 

The acute often leads to chronic endometritis in spite of our 
vigilant efforts. A large number of these can be relieved if not 
glyceride, icthyol and intra-uterine medication (with iodine, 
ete.). If there is mlicating these cases, 
one must replace the uterus after the endometritis has been re- 
moved, and introduce a pessary to hold the organ in place; keep- 
ing the patient under observation and make sure that she fully 
understands the pessary is to be removed and cleansed thor- 
oughly at least once in three months. 

Chronic endometritis of specific origin should be thoroughly 
curetted with a sharp curet, and the endometrium swabbed out 
with iodo-phenyl or carbolic acid, the cavity packt or not as the 
case indicates. In fungoid endometritis the curet should be 
used #s well as in many other chronic cases of simple origin. 
This operation should be done antiseptically and never in the 
physician’s office; it must be either at the patient’s home or the 
hospital, after first having the patient properly prepared; and 
she must be kept in bed from one to two weeks after the curet- 
tage. 

This mode of treatment has been thrown in disrepute in 
some localities among the laity, simply because some amateur 
has either in his office or the patient’s home gone through the 
performance of running a wire curet over the endometrium! Of 
course the results have not been favorable. Whether this has 
been done simply for the fee or from ignorance, I am unable to 
state. The curet should be used properly when indicated, but 
not when there are contra-indications. 

In endometritis it is of special importance to secure good 
drainage. One must treat a chronically diseased uterus as @& 
sinus should be treated, keeping up good drainage; and thus se 
curing good results. In uncomplicated cases dilating and curet- 
ting give the best results. This little operation requires the 
same care and as strict asepsis as any operation on the uterus. 
Many bad results occurring in theSe cases are due to lack of 
strict asepsis. A patient should invariably be thoroughly anes- 


thetized before operating. 
SUMMARY. 


In acute endometritis: rest, hot douches, heat applied when 
necessary. 

Chronic endometritis: hot douches, tampons of boro-glycer- 
ide, intra-iodine treatment. 

Curet all cases that require it, but do the operation thor- 
oughly and antiseptically after having the patient properly pre- 

ared. 

. Rest in bed as long as necessary. By these measures we will 
undoubtedly get good results in the majority of our cases. 


The truly great surgeon or gynecologist must of necessity be 
a good general practitioner. 
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MALFORMATIONS OF THE FEMALE GENITAL ORGANS. 


: BY LEORA JOHNSON, M. D., IOWA CITY, IOWA. 
Clinical Assistant to the Chair of Surgery in the University of Iowa. 


Malformations of the genital organs may come from two 
causes, viz.: Arrested development before birth, and arrested 
growth from malnutrition after birth. It is ithe congenital class 
of which I wish to write in this paper. In an article of this scope 
it is hardly necessary to discuss at length the minute histology 
of the developmental processes, but we may state that ‘the gen- 
erative organs are formed from the Wolttian bodies (Mesone- 
phros) or genital mass, as it is sometimes called. These are two 
large, symmetrical, glanular organs situated in the lumbar re- 
gion of the fetus, each consisting of a large number of tubes 
(mesonephric) chosed at one extremity and by the other opening 
into a common excretory canal, called the Wolffian duct (mes- 
onephric), which terminates in a recess known as the uro-genital 
sinus or cloaca. Very soon after the Wolflian bodies have made 
their appearance, which is about the second week, there appears 
at the inner border of each gland an ovoid body, called the 
genital ridge, developt from a germ which has remained un- 
changed until the second month; these are finally developt into 
the ‘testicles for the male or ithe ovaries for the female. ‘This 
ridge gradually becomes separated off from the Wolftian body 
as the embryo grows and about the seventh week the distinction 
of sex begins to manifest itself; the epithelium on the genital 
ridge multiplies rapidly and begins to form primitive ova; around 
these, other epithelial cells arrange themselves and so enclose 
the ovum in a follicle, forming the Graafian follicle. 

It will thus be seen that the early embryo possesses in a 
potential form the primary sexual organs of both sexes and 
at an early stage in its development it would be impossible to 
differentiate the sex. 

The functional activity of the Wolffian bodies is of short 
duration, attaining their highest development about the sixth 
week, after which time they begin to atrophy and have nearly 
disappeared by the end of the third month, a portion, however, 
remaining in the form of a collection of closed convoluted tubes 
lined with epithelium, forming the parovarium or organs of 
Rosenmueller, the rudimentary or vestigial structures which may 
be found in the broad ligament near the ovary. from the in- 
ner sides of the Wolffian bodies descend two ducts, called the 
Muellerian ducts. These ducts are at first closed at the upper 
extremity, and this closed extremity remains so, forming a small 
cystic body, the “hydatid of Mongagni,” attacht to the fimbriated 
extremity of the Fallopian tube, a portion of it remaining free. 
Below this the ducts of Mueller and the Wolffian ducts unite to 
form the genital cord, in which the two Wolffian ducts lie side 
by side in front, and finally almost entirely disappear in the 
female, leaving only a vestige, while the Muellerian ducts lie 
side by side behind, at first separate, but later uniting to form 
the internal genital organs. This coalescence occurs at about the 
second month, beginning in the middle portion of the cord and 
corresponds to the body of the uterus. The upper portion, ‘the 
anterior third, passing off to each side obliquely, remains dis- 
tinct and constitute the Fallopian tubes, while the lower portion, 
the posterior third, unites to form the cervix and vagina; a 
vertical partition at first separating these parts, but gradually 
this inner wall disappears and the two canals become one. Thus 
a rudimentary uterus, vagina, and Fallopian tunes are formed, 
which go on to full development during fetal life. At birth the 
cervix is longer and thicker than the uterine body; this condi- 
tion continuing up till the age of puberty, when the condition 
is reversed, the cervix appearing as an appendage ‘to the body. 

It will be seen from ‘the foregoing that any arrest of develop- 
ment affecting the ducts of Mueller, any imperfection or complete 
obstruction by nutritive disturbances or any failure on coales- 
cence of the ducts, must result in malformation or deformity. 
Should this occur before the end of the third month, according 
to Fuerst, malformations would come from arrested develop- 
ment rather than arrested growth. 


ARRESTED DEVELOPMENT: A very rare form is complete 
absence of the uterus (Defctus uteri), which occurs from entire 
absence or complete destruction of the median portion of Muel- 
ler’s ducts. Whenever this is encountered other evidences of de- 
fective development are met with, as absence of ovaries, tubes 
and vagina. Such ‘individual may have all the characteristics 
of the female type, personal appearance, voice, habit, etc. 

Following this in defective development might be atrophy of 
uterus (or Uterus Rudimentarius). There is often no great dif- 
ference in the scale of development, ranging from a slight thick- 
ening on the posterior surface of the bladder to a solid fibrous 


mass, not larger than a pigeon’s egg, located normally, the only 
indication of attempt at uterine formation. 

Going a step further in ‘the developmental process we may 
find a solid mass, shaped like a uterus, with rudimentary horns 
and round ligaments, or we may find a hollow organ shaped like 
a normal uterus. 

The next stage is exemplified by the Uterus Bipentus, two 
separate, round, solid bodies, lying between the bladder and 
rectum, occasionally uniting at the lower extremity to form a 
cervix, which is in relation with a rudimentary vagina. This 
occurs when Mueller’s ducts remain separate and do not coalesce 
at the point where the uterus is formed. 

Other forms of malformation are Uterus Unicornis, in which 
condition only one Muellerian duct has ever been formed. When 
the uterus lis one horned the cervical portion iis larger than the 
corporeal portion, the body consisting of a long, tapering cone, 
or may be solid, lying laterally in the pelvis, from the apex of 
which spring a Fallopian tube, a round iligament, and an 
ovarian ligament supporting an ovary—-all poorly developt. 
There may or may not be a rudimentarry second horn; when 
there is ‘a second horn, both Muellerian ducts have appeared, 
but one has been more affected in its development by nutritive 
disturbances. - 

Next above the Uterus Unicornis in that stage of development 
is the two-horned uterus or uterus bicornis. Various degrees of 
this condition may be found. When coalescence of the middle 
portion of the Muellerian duct is only partial, the result must 
be deformity depending upon the extent of the fusion. In ‘the 
lowest form there are ‘two separate and distinct hollow bodies 
projecting literally like 'two horns, uniting below in a common 
cervix furrowed anteriorly and posteriorly. When the union is 
more complete only a sulcus is found in the fundus, showing 
the point of union of the true cornua. A further development 
shows no furrow on ‘the body. <A partition wall may separate the 
uterus into two separate parts, while the horns remain distinct, 
or the body may be double and the cervix single, or the vagina 
may be found divided while the other organs are perfectly de- 
velopt. 

Again the coalescence of the Muellerian ducts has been com- 
plete, but there has been a failure of absorption of the partition 
wall; this occurs later in the process of development and forms 
the two-chambered uterus or Uterus Septus Duplex. In this va- 
riety of malformation the development goes on till in time the 
organ reaches the size of the normal uterus. The external ap- 
pearance is normal, but it is divided into two by the central 
wall. 

The double uterus (Uterus Diducius) is the highest form of 
malformation. When the first evolutionary process of develop- 
ment is arrested, i. e., the fusion or coalescence of Mueller’s 
ducts, each duct goes on ‘to develop by itself, the result is a 
double uterus, each side representing a separate cavity which 
may open into a common vagina or the separation may extend 
‘to the vulva, forming two uterine orifices, with two distinct 
vaginae, the two bodies may widely diverge at the point of union 
or they may lie contiguous to each other, with only a slight de- 
pression at the fundus; each body is of a cylindrical or conical 
shape and continues alone with its own Fallopian tube, broad 
ligament and ovary. 

The etiology of this malformation occurs before the eighth 
week of embryonic life, before there has been any approxima- 
tion of the Muellerian ducts, they having been kept separated 
by certain other of the abdominal organs, such as ‘the bladder 
or intestines forcing their way between the ducts, thus prevent- 
ing their fusion. The effect of these malformations on the indi- 
vidual is manifest by the functional ability of the organs de- 
pending upon the degree of deviation. In the absence or atrophy 
of the uterus the general characteristics of the female may ob- 
tain, yet the functions of the woman do not come into play. The 
menstrual molimen may occur, but menstruation cannot, while 
conception would, of course, be impossible. Should uterus and 
ovaries be rudimentary then menstruation would not occur and 
sterility would be present. In uterus unicornis altho the uterus 
differ in size, shape, and position from the normal, when possess- 
ing all the normal anatomical features to perform its function, 
menstruation, conception and pregnancy may occur. In double 
uterus and vagina they may functunate together or aillternatety, 
should there be no occlusion as occurs where one side is much 
behind ‘the other in development, such occlusion being seated in 
the cervex, at the external os or in the vagina. Thus menstru- 
uterus and vagina they may functionate together or alternatety, 
or pregnancy may be present on one side, while menstruation 
may continue periodically from the other, or double pregnancy 
may occur, the ova may occupy the same or different bodies. 
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Cases of double organs are on record, in which pregnancy has 
occurred several times, always from the same side, however, 
on examination for other troubles, the women having always 
been in good health. 

We observe that health and usefulness of the individual de- 
pends entirely upon the degree of malformation. Where the 
organs are sufficiently developt to make the uterus functionally 
competent there will be no ill-effect upon the usefulmess and 
welfare of the individual, while in cases functionally dmecom pe- 
tent very disastrous results may obtain. In #llusiration of the 
two extremes of deformity I will report ‘two cases that have 
come under my immediate observation. 

Case 1. A woman, aged twenty, fair hair and complexion, 
blue eyes, well formed, rather full habit, a perfect feminine type, 
general health good; had never menstruated; up to the age of 
nineteen this had caused no apprehension as late menstruation 
was a family characteristic; there being two sisters, neither of 
whom had menstruated till having reached the age of nineteen 
and twenty years of age. About this age (19) she discovered 
she was not as other women are and applied to a physician for 
examination and advice. Examination revealed no vaginal ori- 
fice and absence of external genital orgams, so far as could be 
determined without anesthesia. As the patient had been suf- 
fering from headaches it was thought possibly a case of A'tresia 
Vaginae, with retained menstrual accumulation. At patient’s 
request an anesthetic was given and an exploratory incision 
made, which revealed an entire absence of alll genital organs; 
not even rudimentary uterus or ovaries could be discovered. 

Case 2. Mrs. B., a young woman, came into my office for 
consultation; said she had “missed her period,” and was afraid 
she wags pregnant, and as she had a double uterus, she was 
alarmed about it and her husband had suggested her calling 
upon me for examination. She said she had been married three 
years, was twenty-three years old, the menstrual periods had 
always been irregular, being tardy from ome to three weeks, and 
rather painful, had never been pregnant, although at one other 
time had been apprehensive of her condition, had done nothing 
te prevent conception, had always had a falir degree of ‘health. 
She learned of her abnormality when nineteen years of age; 
said she menstruated from both sides simultaneously, about nor- 
mal in quantity. As she seemed a very intelligent person I had 
no reason to doubt her statement. Examination revealed the 
external genitals normal, except ‘the two vagimal orifices side by 
side. Renewed examination showed two vaginae and two uteri. 
both infantile in size, tho well formed, the right more developt 
than the left. All the womanly instincts were normal. There 
were no signs of pregnancy, as subsequent events verified. The 
use of electricity was suggested to develop one of the uteri, mak- 
ing pregnancy possible. but as she and her husband are appre- 
hensive of 'the results should pregnancy occur, nothing has been 
done. 


SOME UNPROMISING GYNECOLOGICAL CASES. 


BY MARY GAGE DAY, M. D., KINGSTON-ON-HUDSON,N yY. 


It is generally recognized at the present time that before a 
person can be a competent specialist in any line he must be a 
good doctor. {ft seems especially important that this should be 
true before ome can hope to realize ih his work the broad mean- 
ing of the term “gynecology,” which the dictionaries define as 
“the science of women with respect to their physical condition, 
especially the science of the sexual diseases of women.” This 
branch of medical science is justly proud of the brilliant results 
of ithe surgeon; but there is a wide field which the surgeon does 
not enter and the routine gynecologist must do or fail to do the 
work. The apparently hopeless cases are the dread of all phy- 
sicians, and yet the duty to do what we can ‘to “alleviate the 
suffering” is just as great as though the prospect was a brighter 
one; and in faithfully doing our best we sometimes will surprise 
ourselves. 

The following is one of the most hopeless and worst-man- 
aged cases that I have ever known: Mrs. S., aged 44; mother of 
two children, both grown; present ill-health began after the 
hirth of first child, when she was about 25. The labor was 
hard, with instrumental delivery and torn perineum, which was 
not repaired. She was never very well after this, but four years 
later gave birth to a second child, after which she was fairly 
well for about a year and a half, when she had pneumonia, and 
did not get strong after it. About six months after the pneu- 
monia her doctor said she had “womb disease,” and put a “‘sup- 
porter” on her, but it caused so much pain that she had to take 
it off. She changed doctors some time after, and the new one 
said if she would stay in bed six weeks and have a cold sponge 
bath of salt water every morning she would be well at ‘the end 


of that time. She did this, but instead of being well she coukt 
hardly get up at all, and from that time until she came under 
| my care she had been in bed themostof the time, a period of 
| about 14 years! Six years prior to her coming under my care 
| she had typhoid fever. This patient had ittaken medicine from 
| all kinds of,doctors, beside much patent medicine. At my first 
examination she imprest me as ‘being one of ‘the most emaciated 
persons whom I had ever seen (altho her appetite was fairly 
good) 1d she said, “I have given up all hope of ever being any 
beuter.’ Lier temperature and pulse were normal, the lungs had 
recovered from the pneumonia and the heart was sound, and the 
urine was normal. The pelvic examination showed laceration 
of the perineum through ‘to the sphincter ani muscle, uterus pro- 
lapst, retroverted and adherent, constant purulent leucorrhea. 
This patient was nearly helpless; she could not dress herself or 
walk a step and had taken all of ber meals in bed for years. 1 
began by treating her locally three times a week (I tried several 
different kinds of medicine, but found 10 per cent solution of 
icthyol in glycerine suited this case best.) ‘ 

The tampons were inserted with ‘the patient in the knee- 
chest position and the uterus raised each time as much as the 
patient could bear without pain. She was directed to take a 
yaginal douche once a day of boiled water and borax (tablespoon- 
ful of the borax to the quart of water). Asa tonic 1 gave her 
general galvanization three times a week. This, ‘with an occa- 
sional laxative and as much exercise of the arms and legs as lL 
eould get her to do in bed, comprised ‘the general treatment. 
After six months she had improved greatly in her pelvic condi- 
tion, and in general strength, so that she was drest nearly 
every day, could sit up an hour or two at a ‘time, could walk a 
few steps, and went out on the veranda pleasant days; sihe had 
a part of her meals out of the bed, and her mental condition 
was greatly improved. At this time I was called away and 
treatment was interrupted for several months. On my return 
I was delighted to find that the patient had not lost or gone 
back to the bed, but had really made a solid gain. As her nutri- 
tion seemed improved in every 'way I omitted the galvanizaition 
and treated her twice a week locally, and insisted upon her 
dressing herself every day and walking a few steps. She ‘im- 
proved and in a few months was able to go to the dining room 
for all of her meals; went ridimg frequently and called on her 
friends and took some interest in life once more and, notwith- 
standing that she is now passing through the menopause, she 
has since remained in a comfortable condition. The mentail con- 
dition of this patient was peculiar. She had great fear of being 
made worse (and she was already helpless), so 'thait even a sug- 
gestion of surgical procedures seemed unwise. It was simply 
a question of patiently, persistently treating her general and lo- 
eal condition or leaving her to her faite. 

Cases of complete prolapse of ‘the uterus are difficult to mian- 
age. If the patient has not past the menopause I believe the 
best treatment is, ordinarily, surgical; but if the patient is aged, 
it is less easy to determine the best method of giving relief, as 
in the following case: 

In October, 1897, Mrs. J., colored, aged 68, mother of sev- 
eral children, came ito my office and said that she had “falling 
of the womb,” and she had “doctored and doctored, but it was 
growing worse.” I examined her and found a complete prolapse 
of the uterus and adjacent viscera. The mass between the limbs 
was as large as my fist. With the patient on her back ‘the mass 
did not readily replace, so I put her ‘im the knee-chest position 
for a few minutes, and then renewed my efforts and succeeded 
im replacing the parts and wiped them carefully with glycerine 
eontaining small amounts each of tannic and boric acid. I then 
inserted three large tampons, well saturated with the same sohu- 
tion. The patient could then urinate freely, tho with the uterus 
prolapst it had been difficult for her to do so. This woman was 
poor, earned her living as a domestic, and she had gottem ‘into 
such a wretched condition that it was almost impossible for her 
to work. She could not afford to wear tampons ithe rest of her 
life so it seemed the best thing to do for her was to fit a sup 
porter. After treating her locally several weeks to get tihe parts 
into a healthy condition, I fitted a supporter, consisting of an 
abdominal bandage, hard rubber cup and stem. The _ internal 
part of the pessary was held in position by two rubber tubes 
passing the end of the stem and fastened to the bandage in the 
front and back. I had her learn to take it off and put it on in 
the office and directed her to take it off every night and wash 
the cup clean and leave it submerged in a solution of borax and 
boiled water until morning; also to take a vaginal douche of one 
quart of boiled waiter, to which a tablespoonful of borax tact 
been added, and to get into the knee-chest position every night 
a few minutes before going to sleep. This paitient had suffered 
so much physically (and memtally as well, through fear of beimgz 
obliged to give up work) that she was ready to follow directions 
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to the minutest detail. She has been very comfortable and 
workt all the time since (except when ill from other causes). 1 
have tried this treatment with several cases of the same clags 
since and it has been satisfactory. 

I believe the following points to be important factors iin the 
successful management of these cases: (1.) Keeping the sup- 
porter clean. (2.) Douching the parts every night with the mila 
antiseptic solution. (3.) ‘The postural treatment for the redief 
of the congestion. (4.) Giving the ‘tissues rest during the night 
from the pressure of the pessary. 

The cases coming to the gynecologist after severe puerperal 
infection are tedious and slow in their recovery, as the following 
iMustrates: 

Mrs. G., aged 35, came under my care in December, 1897; 
she was mother of five children, the youngest ten months old. 
When her last child was born she did very well until the tenth 
day, when she was taken violently ill with fever and remem- 
bered nothing more until the baby was three months old. I 
knew nothing of the treatment except her husband said: “The 
doctor scraped ber womb tive times.” Afiter the fever left her 
she gained some in strength, but as she exprest it, “My head 
ain’t right.” Her countenance wore an expression of settled 
melancholy, her temperature and pulse were normal, and she 
was fairly well nourisht, the heart and lungs were sound and 
urine normal. The pelvic examination showed extensive perineal 
laceration, uterus enlarged and discharging purulent secretion, 
but was in fairly good position. ‘There was no tenderness in the 
pelvis, she said there never had been any feeling in the parts 
since she was sick. She had a left inguinal hernia and wore a 
truss. All the pain she complained of was in ‘the head. She was 
drest and around the house, but seemed unable to carry out 
any systematic train of thought. 

I treated her locally three times a week, using glycerine con- 
taining small amounts each of boric acid, iodine and iodoform, 
on the tampons and directed her to use a vaginal douche (of 
boiled water containing borax, tablespoonful to the quart) once 
aday. Ior general treatment I gave her a tablet to take three 
times a day, containing reduced iron, 4% grain; sulphaite of qui- 
nine, 1%4 grain; strychnine, 1-120 grain; arsenious acid, 1-100 grain, 
and laxative pills to take every night, to be sure there was no 
absorption of poison from the bowels. She tried faithfully to 
follow directions, but after six weeks of treatment she said “1 
feel just the same.” I added to the above treatment four-grain 
assafoetida pills three times a day between meals and in the 
evening. After ten weeks of treatment she looked up one morn- 
ing with a brighter face and said, “I am better.” I continued 
the same general treatment, but lessened the local medication to 
twice and then once a week. In July. 1898, all treatment was 
discontinued. She is now five months’ pregnant and in good 
condition. 

In the first and last cases surgical work was apparently indi- 
eated, and yet while this was not done the patients were symp- 
tomatically cured. Attention is called to this point in order to 
emphasize the fact that if for any reason the indicated surgical 
work cannot be done for this class of cases. we are still not left 
hopeless, but by carefully examining the whole patient, as well 
as her pelvis, and treating her generally as well as locally, we 
will, in the majority of cases, be able to give a great measure of 
relief. 


GONORRHEA OF THE UTERUS AND ITS APPENDAGES— 
A SURGICAL SURVEY. 


BY ANNA M. FULLERTON, M. D., PHILADELPHIA, PA. 
Clinical Professor of Gynecology Woman’s Medical College, of Philadelphia. 


Bminent gynecologists have Jong recognized the fact that 
chronic Jesions of the uterus and its appendages due to gonor- 
rhea are among the most stubborn and intractable conditions 
with which we have to deal. Within the cervical and uterine 
canals anl in the Fallopian tubes, the gonococeus finds itself 
in an impregnable fortress, as it were, in which it may remain 
unmolested until it accomplishes its fullest work of destruction. 
Therefore, it may quite readily be understood why it is so often 
aecessary to subjugate it by very radical measures, viz.: by the 
entire destruction of its defenses, even the removal of the or- 
gans affected. 

According to Kline the gonococcus does not limit its 
growth to the cylindrical epithelium. He has found it affecting 
stratified and peritoneal epithelium and connective tissue, as in 
periurethral tissue, connective tisue of the Fallopian tubes and 
even in abscess of the ovary. The clinical picture of gonorrheal 
manifestations in the female include vulvitis, urethritis, cystitis, 
kolpitis, endocervitis, endometritis, salpingitis, oophoritis, peri- 
tonitis and parametritis, while metastases, due to the gonococcus, 


present themselves in the form of monarticular arthritis, myositis, 
perineuritis and even endocarditis. Thus it is evident that in- 
stead of being the cause of simply a Strictly localized disease, 
as was ounce held, the gonococcus (either alone or in conjunction 
with the streptococcus which almost invariably accompanies 
gonococcie inflammation) is capable of originating general sys- 
tematic conditions, the direct consequence of the lodgment of 
its poisons in other regions. 

In the Journal of Cutaneous and Genito-Urinary Diseases 
(March, 1895), W. R. Pryor, of New York, treats of the mani- 
festations of gonorrhea in women, obtained from an extensive 
examination of prostitutes. He claims that gonorrhea occurs fre- 
quently as a latent condition, which may become avute, probably 
as the result of any process which may, for the time, decrease 
the resistance of the infected tissues. The secondary acute at- 
tacks ‘thus instituted may result in the most disastrous conse 
quences, entirely without fresh infection. 

Bruising of tissues by confinements, operattions, or violent coi- 
tion may bring about conditions leading to increast activity on 
the part of the gonococcus, and producing acute attacks of 
urethritis, vulvo-vaginitis, endometritis, salpingitis, etc., cases of 
which Dr. Pryor quotes. He further regards purulent urethritis 
and endocervicitis as due in an overwhelming percentage of 
eases to gonorrhea. According to his observations, the gonocoe- 
cus seeks the racemose gland for its habitat and we, therefore, 
find gonorrhea as a latent disease in women in the compound 
racemose glands of the cervix. Dormant gonorrhea produces no 
changes which will allow of its recognition. In such a state it 
may become acutely virulent at any moment, sv as to be com- 
municated to other tissues of the woman, or 'to the male, or ‘to 
her child. 

What is now designated as chronic purulent salpingitis Dr. 
Pryor considers as practically the same condition as is described 
in the male under the term “gleet.” ‘Tortuosity, thickening and 
constriction of ‘the tubes from gonorrheal salpingitis find ‘their 
analogue in the inflammatory manifestations and strictures of 
the male urethra. The impossibility of treating gonorrheal sal- 
pingitis according to the measures approved for the treatment 
of gleet is very manifest. 

When, therefore, the tubes become pockets of pus, and rep- 
Tesent the leaven of disease capable of producing still further 
depredations upon the organism, even manacing the life of the 
patient, there is but one method of management to ‘be considered 
—the removal of such collections of pus, which usually implies 
complete removal of the offending organs. 

The evacuation of pus collections in the tubes per vaginam, 
is a procedure which cannot fail to prove unsatisfactory for many 
reasons. In ¢the first place ‘it is only applicable when the pocket 
of pus is low down in ‘tthe pelvis and in close proximity to the 
vaginal vault. Again, we cannot be sure, in entering one pus 
eavity ‘that we have reacht all the points where such septic ma- 
terial ‘has accumulated. The carrying out of subsequent treat- 
ment for cleansing of the cavity or cavities ‘thus evacuated and 
draining them, ‘is attended with much annoyance and discomfort 
tto the patient. The procedure is a tedious one, the after treat- 
ment often covering a period of several weeks. It is usually, 
also, attended with ithe attainment of but imperfect results; ad- 
hesions or a diseased condition of the appendages remaining 
which subsequently result in fresh attacks of trouble. 

The operation is, therefore, one to be resorted to only when 
@ patient is entirely unfit for the more radical operation of celi- 
otomy. My own experiences in vaginal punctures and drainage 
have only served to confirm me in ‘this view. Several cases have 
required repeated operation and even the subsequent perform- 
ance of abdominal operations for removal of the diseased ap- 
pendages. 

Cullingworth, of London, read a paper before the London 
Obstetrical Society, in October, 1894, reporting a series of cases 
in which he operated for non-cellulitic suppuration and in which 
he found suppurating cysts of the ovary and ovarian abscesses 
due to secondary infection. Next:to the Fallopian tubes he found 
the ovaries to be the most frequent seat of supparation in the 
pelvis. Galabin, in discussing the paper, concurred with him 
and emphasized the necessity for removing the whole of the 
ovarian tissue in such cases. Weinckel, of Munich, in a report 
presented to the Obstetrical Congress of Vienna, in 1895, in 
speaking of the spread of gonorrheal infection, considers that 
from the cervix ‘the gonococcus makes its way through the uter- 
ine wall to the peritoneum, and ascends also to the mucous mem- 
brane of the uterus. Wertheim’s observations in Schauta’s clinic 
show that gonorrhea of the uterus produces, in all cases. an in- 
flammation of the mucous membrane which may be called an 
interstitial endometritis with suppurative catarrh. In many 
cases the chronic course of this inflammation leads to increase in 
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—e of glands—or what is termed a glandular endome- 

But the mucous membrane is not the only portion of the 
organ affected. There occurs in many cases, inflammatory 
changes in the muscular tissue, and inflammatory infiltration of 
the connective tissue. We thus obtain the indurated, enlarged 
uteri which form so troublesome a factor in gynecology. ‘The 
puerperium, Wertheim considers, ‘holds an exceptional position 
among the conditions producing injurious consequences, as it fre- 
quently leads to an extension of the gonorrheal invasion of the 
uterus. Here he is in accord with the views of Pryor. 

Should one be so fortunate as ‘to see a patient early enough 
after the invasion of the uterine mucosa by the gonococcus, a 
thorough dilatation and curetment with cauterization of the uter- 
ine cavity may prevent the spread of the disease ‘to other struc- 
tures, in the opinions of many operators. Some, however, as 
Auvard, of Paris, strongly object to the use of the curet in acute 
gonorrhea. They think the trauma thus induced favors ‘the 
spread of the disease. Many operators object to irrigaition of the 
uterine cavity after curetment, contending that septic particles 
are thus washt into the Fallopian tubes and become the source 
of later manifestations of trouble. They employ ‘the curet with 
thorough cauterization of the uterine cavity. Munde, of New 
York, uses a fifty per cent solution of chloride of zinc in the 
worst cases, and iodized phenol in milder cases. Pure carbolic 
acid is preferred by others as being equally as effective and not 
‘tending to produce cicatrization of the uterine mucosa as is the 
ease often with chloride of zinc solutions. If the cureting be 
thorough and deep no stronger application is needed. 

Opinions also vary as to the methods of drainage which are 
most useful, some keeping the cervical canal dilated for the 
purpose by a pessary, such as the silver wire Outerbridge pes- 
sary, others preferring the gauze drain. The former is probably 
the cleanlier and, therefore, less dangerous method. It has not 
been my practice for some 'time to pack the uterine cavity, but, 
if using the gauze drain, to introduce a small end of it only above 
the internal os and then to thoroughly pack the vagina, which 
has, of course, previously been thoroughly sterilized. This drain 
should not remain more than twenty-four hours without chang- 
ing. 

When gonorrheal disease has progrest so far as to produce 
organic changes in the deeper structures of ‘the uterus, dilatation 
and curetment is not only of no avail, but an absolute source of 
danger, as the slightest trauma thus induced may lead to an 
acute attack of gonorrhea, due to rejuvenation of the gonococci, 
and most serious consequences from extension of \the disease may 
result. The question, therefore, naturally arises, what is to be 
done with uteri so changed in structure through the virulence of 
this poison, as to be a constant source of ill-health and a menace 
to the life of the patient? Conservative surgeons who were once 
much shockt at the proposition to remove the uterus together 
with the adnexa when such manifest disease of ‘the organ ex- 
isted, now regard it as an elective procedure, especially in the 
very numerous cases in which the endometrium is likewise the 
seat of purulent inflammation and where extensive suppuration 
with adhesions exists. 

Another argument for removing the pelvic organs entire in 
euch cases is advanced by Carstens, of Detroit, who refers to 
the reflex symptoms of pelvic disease arising from the involve- 
ment of the sympathetic and other nerves. “When,” he says, 
“the sympathetic and other nerves are affected, the cause is not 
the uterus, the ovaries or the tubes alone, but partly in each; 
and we are unable to state which organ was at the bottom of the 
trouble. In many cases with markt nervous symptoms ‘the best 
results are obtiained only after the complete removal of every 
particle of the generative organs, uterus, tubes and ovaries.” 

Sutton, of Pittsburg, considers ithat a uterus deprived of its 
appendages is of no use and that if left, is liable to ‘thuberculosis, 
gonorrhea, syphilis, adhesions, etc. Marcy, of Boston, favors re- 
taining the cervix, if it is healthy, because it acts as a support 
for the vault of the vagina. It is always safer to excise the 
entire mucosa of the cervical canal in so doing. Our Philadelphia 
operators conform more and more to these radical methods of 
procedure in their work. The results of my own work have 
proved most satisfactory when the most radical operations were 
done. 

In one point my own practice in operating has been some- 
what at variance with that of many of ‘the best operators, and 
that is in the employment of drainage for at least a few hours. 
or until the tube is dry. where adhesions have existed which 
have been at all extensive. The reason for this is pointed out 
by Boinet. who claims that while the pus of salpingitis may be 
injected directly without results (in healthy tissues), yet in a 
few hours it may acquire great virulence under favorable con- 


ditions. Therefore, ‘he thinks, sero-sanguinolent operative effu- 
sions may become veritable broth cultures, and their removal 
by drainage should ‘be practist in every case. Whether this be 
true or not, certain it is that drainage renders a patient much 
more comfortable during convalescence, the temperature as a 
rule remaining normal, the pulse quiet, and the tongue clean. 
With proper attention the drainage tube need not, I believe, be- 
come in itself a source of infection. 

The fact that radical measures such as are advocated by the 
advanced workers of the day from whom I have quoted, are 
attended with some risk to the patient is no argument against 
their employinent. In the hands of the experienced and consci- 
entious operator such risks bear no comparison ‘to the still great- 
er risk attendant upon inefficient tratment. That grave operations 
should only be undertaken by those who have thoroughly pre- 
pared themselves to assume the responsibilities they entail is 
manifest. 

‘Objections to these operations on the ground that they destroy 
the child-bearing functions of the woman, must be weighed 
against the question of her risk in so doing when affected by 
disease; also, I think we should consider the question of the de- 
sirability of her transmitting to ‘her offspring a quality of life 
physically and perhaps morally debased in consequence of the 
— condition of the maternal organs concerned in gesta- 

on. 

It would seem that no sane woman, however desirous of tast- 
ing the joys of motherhood, could find it consistent with true 
maternal instinct ‘to deliberately bring children into the world 
who must by their suffering expiate her misfortune or ‘her folly. 


DISPLACEMENTS UF THE UTERUS.* 


BY MARY A. COVENY, M.D., CLINTON, IA. 


This is a subject upon which much time and ‘thought have 
been expended; also, one so clesely associated with and so radi- 
eally affecting other organs that it is impossible in a short pa- 
per to treat of all the deviations or do the subject justice; yet a 
few points of interest may be mentioned. Wheu we consider ‘the 
normal position of the uterus, the action of all other abdominal 
organs upon it, the weak attachment of ligaments, the changes 
produced in both uterus and ligaments during pregnancy and 
parturition, a distended bladder pressing upon it anteriorly, prac- 
tically the same influence exerted posteriorly; tne viscera from 
above, in fact, every motion of the body, even breathing, affect- 
ing it more or less; add to this the pernicious habit of lacing, 
heavy clothing supported from the hips, inattention to bladder 
and bowels, with the occasional accidents of a fall or jump, is 
it sr strange that the condition is not even more frequent than 
it is? 

There are so many deviations from the normal it would be 
impossible to ‘treat of all in the short time allotted to ‘this paper 
to-day; I therefore will take the anteflexion and _ retro- 
flexion, antevefsion and retroversion with prolapsus, all briefly, 

Displacements (in themselves) do not constitute disease, but 
are a factor favoring and producing inflammation by causing 
venous strain, and the dragging upon ligaments and adjacent or- 
gans, producing reflex nervous symptoms; and in many of these 
cases it is on account of ‘the reflexes the physician is consulted. 

Occasionally scarcely a local symptom is present. Particularly 
is this true of the retrodisplacements. Symptoms of an acute 
retroversion without metritis, and the accompanying congestion 
are: Acute pain, dragging, nausea, and nervousness. In a case of 
this kind replacing and maintaining the uterus in position for 
a time is all that is required. Unfortunately cases of this kind 
we rarely meet. [t is after they become chronic and present a 
long line of symptoms which do not belong strictly to the retro- 
displacements, such as pain in the sacral region, radiating down 
the limbs, constipation, dragging, irritable stomach, pain in the 
back of ‘the head, nervousness, despondency, with more or less 
pain during a menstrual period. Some cases present almost this 
whole list of symptoms, while others give scarcely a symptom 
referable to the uterus or its appendages. In cases of ithis kind 
the reflexes are very markt and constipation is ‘the rule. 

The body of the uterus fis found low im the hollow of the 
sacrum, while the os is in front of the pubic arch. in various 
forms of enlargement, from a slightly congested condition to the 
exitremely congested and engorged condition, we find the result of 
subinvolution after parturition. A slight metritis neglected and 


allowed to goon until we ‘have the whole list of local as well as 
reflex symptoms. These cases never exist alone; metritis, peri- 
metritis, diseases of ovaries and tubes are accompanying dis- 
omers, all of which must be met and receive proper attention 

*Read before the Tri-State Medical Society of Iowa, Illinois 
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before we can ‘hope to replace or keep the organ in position. 
Often adhesions have formed, while the rundus is found to 
be bound duwn. ‘To overcome this, irrigation every day and 
breaking up of the adhesions (by careful and persistent manipu- 
lations), Salines, rest and tonies, are indicated. When ‘the acute 
inflammation is reduced, the tampon treatment, in combination 
with the hot douche, is advisable; the itampon to be introduced 
in the Sims’ position, placed firmly behind and at either side 
of the uterus, each time placing it a little higher, allowed ‘to re- 
miain from one to three days, removed with thorough irrigation; 
and the tampon introduced as before. With this there should 
be an application once or twice a week of icthyo! 1-5 of  giy- 
cerine. 

When, in this way, the congestion is allayed, the displacement 
nust be reduced; by placing the patient in the genu-pectoral po- 
sition the womb can usually be readily reduced unless firmly 
bound down by adhesions, when an operation is necessary for its 
replacement. When replaced it should be maintained in position 
by tampons until by local and general tonic treatment the liga- 
ments become strengthened so as ‘to keep it mn position. 

There is no necessity of dwelling at length wpon retroflexions, 
as they require much the same treatment. 

Anteversion is one of the most common of forward deviations 
and is usually caused by a metritis, a peritonitis with exudate 
fixing the uterus in its abnormal position. Changes in the struc- 
tures after parturition is a frequent cause. Oftener the displace- 
ment occurs after abortion, when women are anxious not to have 
suspicion rest upon ‘them, and the proper care and rest which is 
so essential are not taken. Particularly is this the case where 
there has been infection, the structures do not return to the nor- 
mal; metritis and enlargement are the result and the weight of 
the organ while it is still soft and yielding tends to drag it for- 
ward. Exudates are often poured out, fixing it in its abnormal 
position from the formation of adhesions. Vesical tenesmus, re- 
flex nervousness, with weight, dragging and tenderness, are the 
chief symptoms complained of. Diagnosis is easily made by bi- 
manual palpation, ‘the cervix far back, the fundus being found 
as a large, soft, tender tumor pressing upon the bladder, but 
continuous with the cervix. The passage of the sound is difficult 
and in most cases is contraindicated, as it carries infection from 
the inflamed cervix to the fundus and the interior. An accom- 
panying feature is an inflammation of ovaries, tubes and adjacent 
structures. These inflammatory conditions should be treated by 
hot water injections, and boro-glyceride tampons; when the ac- 
ute symptoms have subsided it becomes an easy task to draw 
down the cervix, dilate curet, irrigate and replace the organ. 
When all diseased tissue has been removed the uterus readily 
assumes its normal position. 

Anteflexion is an exaggeration of the normal position. There 
are two distinct forms, congenital and acquired. In early infancy 
the cervix is much developt, while the body is small and the 
curve between them is exaggerated. If, at the time of puberty 
the anterior portion is arrested, and the posterior increases we 
have ‘the congenital form of anteflexion. These cases present a 
long cervix, the vaginal portion conical and tapering, the anterior 
lip small and a very small os. In such cases the organs are 
poorly developt and we find a narrow pelvis. The acquired ante- 
flexion may be establisht at the time of puberty, when the uterus 
is engorged and softened during the first menstrual period. Im- 
proper hygiene, overstrain, a fall or a slight catarrhal condition, 
anything tending to bring on a metritis, favors this condition, 
the chief cause being anemia. The flow may be establisht at the 
normal time and a long time elapse between the periods. Dys- 
menorrhea is the rule; occasionally amenorrhea. The uterus be- 
comes distended above the flexion, a strong contraction with se- 
vere pain overcomes the obstacle, the uterus is emptied, there is 
rest for a time, with a repetition of the whole process. 

Simple cervical dilation will not satisfactorily overcome the 
obstacle in this case. ‘Chere are, however, many modes advised. 
To me the most satisfactory is the forcible dilatation, carefully, 
repeatedly and persistently performed. It increases the blood sup- 
ply in the organ, and a consequent development. Or, as it may be 
brought about by anything which tends to produce an ‘antever- 
sion (the principal causes being infection after parturition, peri- 
salpingitis and the consequent resulting adhesions fixing ‘the cer- 
vix and allowing the fundus, enlarged ‘by metritis, to fall for- 
ward, the treatment would be to cure the metritis, perisalpingitis 
or whatever has been the source of the flexion; ‘to induce ‘a return 
to the normal of a'l structures (uterus and ligaments), and to 
return the uterus to its normal position. This is done gradually 
during a long course of treatment, it being a slow process ‘to re- 
duce the flexion, and get the ligaments strengthened so they will 
support the uterus in its normal position; but patience will ac- 
comnlish much. 


A slight prolapsus from uterine engorgement, and relaxation of 
ligaments from an acute metritis, is easily overcome by appro- 
priate Means to revieve the metritis and give tone to the ligaments, 
Douching, cureting, and tamponing, are among the most useful 
means. Kven that more pronounced prolapsus, the result of ‘par- 
turition, cervical laceration (or both cervix and perineum), may be 
cured by appropriate local means to reduce all congestion, and an 
operation 'vo restore the normal support to the parts. 

When prolapsus exists either partial or complete, with pro- 
lapsus of vagina and ligaments, and general relaxation, it is im- 
possible in a palliative way to do more ‘than return ithe uterus to 
the vagina and maintain tit by the T bandage. And in both forms 
the indications are to reduce inflammation, cure whatever disease 
is present and make existence as tolerable ‘to the patient as pos- 
sible. In such cases an operation should be urged .as the only 
means of cure. In fleshy patients, with pendulous abdomens, re- 
laxt vagina and ligaments, in fact where all support ‘is gone, and 
they will not submit to an operation intermittent, temporary re- 
lief can be obtained by an abdominal supporter with stem cup 
pessary, to support both abdominal wall and uterus. 

No strict rules can be laid down in regard ‘to treatment of 
all cases. Each case is a law unto itself and must be treated ‘ac- 
cordingly. Yet it may be said that general treatment must not 
be considered of minor importance, ‘the general health must re- 
ceive careful attention and be improved by itonics: Iron, quinine 
and strychnine, and mild laxatives for anemic cases are among 
the remedies most used. 

Water is one of the most useful remedies we have in chronic 
constipation; a glass of cold water drunk at bed time and a glass 
of hot water before breakfast will in time cure many cases of 
obstinate constipation. 

Pessaries have mot been given a place in this outline of treat- 
ment of these diseases, for the reason that, in my opinion, they 
do more ‘harm ithan good. They, while supporting ‘the uterus, de- 
pend themselves upon some other delicate organ or tissue for 
support, many times causing distension of the vagina, and general 
weakening, which would not exist had the pessary not been used. 
In rare cases, where all inflammatory disease has been over- 
come, a carefully selected and well-fitted pessary may be worn 
to keep the uterus in position until the ligaments have regained 
their strength. 

‘Operations are far preferable to subjecting ‘a patient to wear- 

ing ‘a pessary for life. : 
All forms of displacements are at times proper cases for oper- 
ation. But in all cases general and tonic treatment must be used 
as a preparatory measure; and it must ‘be said that at times an 
anticipated operation vanishes under a systema'tic course of local 
treatment. 


WOTIAN IN GYNECOLOGY AND OBSTETRICS. 


BY NANNIE A. STEPHENS, M. D., KANSAS CITY, MO. 
Professor of Obstetrics in Woman’s Medical College. 


The practice of medicine, as a whole, appeals strongly to wom- 
en, because of their sympathy for the sick and afflicted and the 
innate desire to relieve such distress; while obstetrics and gynec- 
ology are the special branches which women naturally choose. 
Probably the first record, with reference to women practicing ob- 
stetrics, is in Genesis. A midwife attended Rachel, Jacob’s wife, 
at the birth of her second son, Benjamin. ‘The history tells us 
that Rachel was in hard labor and th® midwife said, “Fear not, 
thou shalt ‘have this son also.” But poor Rachel died and was 
buried, tho there is no evidence that the midwife was responsible. 
The next mention made of a midwife is at ‘the birth of Judah’s 
(one of Jacob’s sons) unexpected progeny by ‘his daughter-in-law, 
Tamar. After the order, “Bring her forth and let her be burnt,” 
Judah reconsidered the matter upon receiving his own signet 
and bracelets, and said, “She hath been more righteous than I,” 
and Tamar was permitted to live. At Tamar’s confinement she 
was attended by a midwife and gave birth to twins. To remem- 
ber which one was born first “the midwife took and bound upon 
his hand a scarlet thread.” 

Again in the Book of Exodus it is related that the Egyptian 
King, who wisht to deal wisely with the children of Israel lest 
‘they multiply too rapidly, gave the command to the Hebrew mid- 
wives before the birth of Moses that they should destroy all male 
children at their birth. “But the midwives feared God and did 
not as the King of Egypt commanded them, but saved the men 
children alive.” Then they gave tthe lame excuse that the He- 
brew women were not like the Egyptian women, but were deliv- 
ered before the midwives arrived. Even to this day some ‘trust- 
ful. innocent people use this fabrication of the midwives as evi- 


Prolapsus is a common deviation in one of its various stages, 
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to be difficult or prolonged. After the midwives disobeyed the 
King ‘he gave his command to all his people, saying, “Every son 
that is born ye shall cast into the river, every daughter ye shall 
save alive.”’ That the King gave the command to the people after 
the women thad deceived him would indicate that men did not 
practice obstetrics at that time, otherwise the King would have 
charged ‘the men instead of the people to destroy the male child- 
ren. 

I have lookt into the history of medicine of ancient Egypt 
as far as I have been able in order to find out more definitely what 
part women took in the practice of medicine in ye olden time. 
According to Herodotus medical specialism existed in ancient 
Egypt 450 years before our era; while Hbers claims an earlier 
date, as early as fifteen hundred years before Christ. Ebers telis 
us in his beautiful “Uarda” that the physicians belonged to an 
order of priesthood and were educated in the iemples and after- 
ward dwelt in the temples, to which messengers for physicians 
were sent. After the nature of ‘the affliction was ascertained the 
physician best suited to treat the case was sent to the patient. 
Women could not be admitted ito the temples or priesthood ‘and, 
doubtless, were educated as physicians or midwives elsewhere. 
Ebers, in his “Egyptian Princess,” informs us that midwives were 
employed in Egypt in ancient, as well as in modern times. “In 
the hieratic medical papyrus in Berlin women are often spoken of 
as assisting at such a time.” 

Among the ancients the divinities, who were especially inter- 
ested in the preservation of ‘health, were ‘all females. The 
ancients considered that woman had ithe right to the distinction 
of being above all the guardian of health, on account of woman’s 
nurturing and caring for the young. ‘The Greeks, highly es- 
teemed and worshipt the Goddess Hygiea and devoted a ‘temple 
to this divinity. 

Hygiea, according to mythology, was ithe daughter of the 
god of medicine, Aesculapius; Panacea was also another daugh- 
ter. When a doctor upon receiving ‘his degree takes the Hippo- 
cratic oath, he not only swears by Apollo, the physician, and 
Aesculapius, but by Health and Allheal—Hygiea and Panacea. 

It is likely that women practicing medicine or some branch 
of it was not new in Homer’s time. At any mate he makes 
Helen of Troy take ‘the role of a woman doctor in ithe following 
words: 


“She mixt a mirth-inspiring bowl, 

Tempered with drugs of sovereign power to assuage, 
The boiling bosom of tumultuous rage, 

These drugs so friendly to the joys of life, 

Bright Helen learned from Thon’s imperial wife.” 


The earliest of all prescriptions preserved ‘iio us in the papy- 
rus of Ebers, is one for dyeing the hair. This is ascribed to the 
mother of the first King of Egypt, which Ebers gives as ‘the 
date of its origin 4,000 years B. C.. Therefore, women knew 
something about drugs, if only to increase ‘their beauty, even 
at this early date. 

Herodotus ‘tells us ‘that physicians were allowed ‘to study 
one branch of medicine only, hence women would ‘be given 
obstetries as rightfully belonging to them. Herodotus also claims 
that female corpses were embalmed by women. ‘This embalming 
would lead to a rough knowledge of anatomy and the necessary 
drugs by ithe women who did the work. Whether ‘the same class 
who did the embalming also attended women ‘in confinement 
is a matter of conjecture only. The midwives of ancient Egypt 
were doubtless educated and capable. We learn from Ebers’ 
“Egyptian Princess” of the high position that women ‘held, that 
Queens reigned in their own right and ‘that sons of royalty just 
as often traced their descent from the mother as the father. 

Medical science has advanced greatly since those early times 
when midwives practist obstetrics in ancient Egypt. Even in 
the one item of ‘the use of chloroform and ether we have the 
greatest advantage over our Hgyptian sisters. Some timid doc- 
tors may still refuse anesthetics in ordinary cases, but mo one 
would deny their use in difficult or tedious labor. Neither would 
they admit that to relieve pain contravenes the word of God, as 
was done ‘in Simpson’s time, who first used chloroform in 1847. 

In obstetric surgery also much has been gained and yet ‘there 
ts a difference of opinion which should have the preference in 
dystocia: the Caesarean operation, which dates back ‘to Julius 
Caesar, 100 years B. C. or the operation of modern times, Sym- 
physiotomy. The latier operation was first performed upon a 
living woman in 1777 by Sigault. But when we consider the 
vesical, urethral and vaginal injuries, separation of the symphysis 
and sacroiliac joints, occasional caries of the bones and quite 
frequent non-union of the symphysis (which are disastrous re- 
sults of the operation, even when the technic is not faulty), there 
appeals to me little in its favor. And it is not strange that this 


method of procedure became almost obsolete from 1858 to 188s. 
Morisani, of Naples, became an advoéate of tthe operation 
through a successful case (that iis, he saved mother and child, 
we do not know what complications resulted), and to him ts 
credit revival or readoption of symphysiotomy. 
u e many ills owing in its train s vi i 
urely will prevent fits 


The proportion of children lost have been greater by this 
modern operation ‘than by Caesarean section. While it is claimed 
the proportion of mothers saved in symphysiotomy compares fa- 
vorably with Caesarean operation, yet the greater loss of child- 
ren the damage done to the patient who, if she survives the 
operation, if often left an invalid, perhaps unable to walk, be- 
sides the damage done ‘to the soft ‘tissues, makes the operation 
seem scarcely justifiable in any case. In looking up ithe history 
of the results of both operations I fail to see any advantage 
in ‘the modern method, and consider craniotomy to be preferred 
to either, unless the patient has recently expired, holding the 
opinion that the mother should not be sacrificed for the child.* 
If nature divides the symphysis to enlarge the pelvie diameters 
she does it carefully and well and no bad results follow. I have 
known two cases in which the division occurred spontaneously. 
In one patient the width of two fingers could be placed between 
the joint. She was kept in bed for three weeks and made a good 
recovery. 

Physicians generally agree ‘that obstetrics is an important 
branch of medicine, and the practice not only requires scientific 
knowledge, but courage and a wonderful amount of patience, 
To many young in ‘the profession the dread and responsibility of 
obstetrical cases cause many anxious hours. They see iin every 
case a possible case of placenta previa, or port-partum hemor- 
rhage, as well as abnormal presentations of every kind. This 
anxiety cannot be overcome except by full and thorough prepar- 
ation. The student leaves college with comparatively little ex- 
perience. The cases for most part have been normal ones, and 
for that reason they feel so unprepared for emergencies or any- 
thing out of the ordinary. 


It was my misfortune during my college life and as an ‘interne 
in a ‘hospital for women and children, never to ‘have been given 
an oportunity to use the forceps. In the hospital they were never 
used, except in difficult cases. ‘The attending physician was 
ealled, who applied them herself, or called such assistance as 
she desired. Imagine my chagrin when I was engaged ‘to take 
a case of a relative whose contracted pelvis made the application 
of forceps necessary in three previous births of her children. 
The certainty to use ‘them was appalling, to refuse the case 
would have been cowardly, but to use them unskillfwlly and in- 
jure mother or child seemed unpardonable. How carefully 1 
went over, step by step, the directions when and how to use 
them. Fortunately for my peace of mind the patient was taken 
in labor at an earlier period than was anticipated and, as she 
lived in another State, I failed ‘to reach her until after the birth 
of the child. Later, I had the pleasure of using the forceps on 
a@ stranger and I was proud to find I could use them alone, with- 
out injury to mother or child. ,My success gave me confidence 
to undeniake other difficult cases. I had not been long in prac- 
tice when a young primipara, of an influential family, engaged 
me ‘to attend ther. I was called early, found the cervix only 
slightly dilated, but recognized the fact that I did not have a 
vertex presentation. I had several hours to wait and leaving 
some powders, I went to my office to “study up the case;”’ upon 
returning I made the diagnosis of foot presentation, the first 1 
had ever seen. At the proper time I had help. I pulled down 
the other foot and the woman was soon safely delivered and the 
child saved. What I wish to impress by this is that the young 
doctor should become familiar with normal cases and ibe able 
to diagnose abnormal ones early and ‘have help in season. In a 
comparatively recent case of contracted pelvis, in which crani- 
otomy was performed, a recto-vaginal and vesico-vaginal fistula 
might have been prevented thad the operation been done earlier. 
Much valuable time was lost in getting a doctor with the proper 
instruments. It belongs to all honorable colleges ‘to see that the 
student leaves its doors prepared not only in theory, but also able 
to use all obstetrical instruments, and not be hampered by wamt 
of practical knowledge. 

*This objection of Dr. Stephens does not hold good for the 
modern Cesarian section, as the mortality to the mother is less 
by the abdominal route than by craniotomy—according to the 
latest figures.—Editor. 


The next number of the journal will be an unusually inter- 
esting one. Subscribe NOW. 
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EDITORIAL. 


UNDER THE SUPERVISION OF 


MARY A. D. JONES, M. D., New York City, | 


ASSOCIATE EDITOR. 


The United States may be said truly to be “the happy hunt- 
ing ground of the woman-doctor.” Her increase during the past 
three decades has been something almost phenomenal. In 1870 
there were but 527 women practising medicine in America: to- 
day more than 4,300 are to be found in the United States alone. 
Quite a large proportion of these are of homeopathic graduation 
for two reasons: (1) The teachers of that particular sect were 
the first to recognize ithat the opening of the twentieth century 
would reveal woman as the active competitor of man in many 
of the most important avocations; and (2) there is something in 
the “pleasantness” of homeopathic remedies which appeals 
strongly to the esthetic nature of woman. But of late a large 
number of “regular” colleges have admitted women as students 
and several very successful schools devoted exclusively to the 
education of women in matters medical have been turning out 
large classes; so to-day there are about as many women prac- 
tising “regular” medicine as “homeopathic” and “eclectic.” 


Not as many of them have turned to obstetrics and gynecol- 
ogy as a specialty as one would have predicted some years ago. 
Most of them—even in the large cities—are general practitioners, 
and as such are compelled to suffer from the kten competition 
which is driving many of the sterner sex to the verge of desper- 
ation, and others into the realm of open quackery. As yet there 
are but few, if any, women who have become “newspaper doc- 
tors,” equally conspicuous in the advertising pages of the daily 
press with the department stores and patent medicine proprie- 
tors—that field having thus far been monopolized by the male 
sex; but what possibilities in this direction the near future holds 
in store must be left to the imagination. Already the “Personal” 
columns contain the all-alluring cards of women who “treat dur- 
ing confinement;” who “relieve irregularities from any cause;” 
who “successfully treat irregularities by mail without any pub- 
licity,” et id omne genus. These are the women who bring the 
name of “female doctor” into disrepute. It cannot be denied 
that under the stress of financial failure and want of profes- 
sional recognition these women are becoming alarmingly 
numerous in the large cities and are even beginning to invade 
the smaller towns; that they are becoming more and more suc- 
cessful as abortionists, because they are often well educated and 
skillful. Indeed, it is more than a common saying among men 
to-day that “the average female doctor is an abortionist’— 
whether openly or not depending upon circumstances and sur- 


roundings. We do not confess this to be true; but undoubtedly 
there are too many (as there are also too many men) who are 


guilty. What shall be done by women to check this mighty 
Slaughter of the innocent is one of the great problems of the 
approaching century. 


There can be no doubt that the medical women of America, 
true-hearted and good, can do much to overcome this growing 
evil. The means are two in number: First, the teachers of the 
various medical schools must impress upon their students the 
heinousness of the crime of fetal murder; they must see that 
the class of students is of a high character, not degenerates; 
they must teach in greater degree than in the past the high eth- 
ical standard of the true physician; and they must discourage 
ithe practice of the abortionists by refusing to “help out of a 
scrape’ when some of their pupils have gone astray and are 
confronted with the dangers of the post-abontive state. To-day 
too many of the “eminent professors” (of both sexes) are ever 
ready to lend a helping ‘jhand—for a fee—to any doctor who needs. 
assistance in curetting a septic uterus or in evacuating pelvic 
abscesses, the result of criminal operation. Second, by the in- 
timate relation so easily establisht between most women anid 
their female attendants it should be an easy matter to impress. 
the prospective mothers of America that in procuring the death 
of a fetus at any time, however early, a crime practically as 


| great as murder is committed; to point out the dangers, both im- 


mediate and remote; and to wield a general influence for good. 
There is a widespread belief among women of this country ‘that 
there is no “life” until ‘quickening;” and that there is practically 
no danger in emptying the uterus before the end of the third 
month. It is the duty of every physician to teach the incorrect- 
ness of both assertions; and boldly. 


In connection with the popularity of women as physicians in 
America it is of interest to note that the first qualified woman 
physician in Europe, so far as is known, was a young Athenian 
woman, named Agnodice. In the year 300 B. C. she disguised 
herself as a man and began to attend the medical schools at 
Athens, which it was against the law for a woman to do. Shv 
afterward practist among the women of Athens with extraor- 
dinary success. But her secret becoming known, she was prose- 
euted for studying and practicing medicine illegally. The Athen- 
ian women, however, raised so furious an agitation in conse- 
quence that the case was dropt and the law repealed. Coming 
to later times, we find several women who obtained the degree 
of doctor of medicine and practist in Europe before 1492, es- 
pecially in the Moorish universities of Spain. Trotula, of Ru- 
giero, in the eleventh century had a European reputation, and 
practist as a doctor in Salerz.o. At the beginning of the four- 
teenth century Dorothea Bocchi not only received the degree of 
doctor but was professor of medicine in the famous University 
of Bologna. Since then two other women have been professors 
of medical subjects in the same. university—Anna Mangolini 
(anatomy) and Dr. Maria delle Donne (obstetric medicine), the 
latter being appointed in 1799. In the year 1311 an edict was is- 
sued in France forbidding surgeons and female surgeons from 
practising until they had past a satisfactory examination before 
the proper authorities. These female surgeons are again re- 
ferred to in an edict in 1352. 


Even to-day the practice of medicine is not popular in many 
parts of Europe. According to the Woman’s Medical Journal in 
Great Britain the prejudice against them has been very strong 
and only recently have restrictions been removed that enable 
them to pursue their medical course on equal terms with the 
men. In Germany their numbers are very few. Austria has but 
two, fthe first having been licensed a few years ago and the sec- 
ond, after securing her degree 18 months ago at the University 
of Vienna, found it necessary to obtain a ministerial degree be- 
fore she could secure recognition of her diploma. Attention is- 
also called to the fact that a young Chinese woman that grad- 
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uated a few years ago in Philedalphia is the first one to practice 
in her native land. She has charge of a hospital at Foo Cho. 
King Menelek of Abyssinia is said to have appointed a lady 
from the University of Zurich as physician to the royal house- 
hold. The Medical Record, commenting upon these facts, does 
not attempt to pass on the question of medicine as a career for 
woman, but says that it is too late to stop the movement and 
that the woman doctor is here to stay. 


The subject of the admission of women to the practice of 
medicine was the special theme of debate at Wiesbaden, June 
28 and 29, by some of the most eminent teachers of Germany. 
Professor Penzoldt, of the University of Erlangen, to whom the 
subject had been referred for special consideration, opened the 
discussion. He said the present movement to secure for women 
the privileges of medical study at the German universities is 
actuated by two considerations: First, the desire to increase the 
number of pursuits that women may be allowed to take up; and 
second, the furtherance of the claim that women shall have equal 
tights in everything. He claimed, as to the question of equal 
rights in general, it may be said that the good of the race seems 
to be bound up, not with the production of educated or half- 
educated women, but with the assurance of mentally balanced 
and physically healthy women, who are in suitable condition to 
take up the duties of wife and mother, which must constitute, 
60 far as can be prognosticated, the vocation of the vast majority 
of women in time to come, as it has been in the past. As to 
the need of occupations for women, there is no doubt of the cry- 
ing necessity for opportunities in every civilized land by which 
women may be enabled to make an independent living. ‘There 
‘is every reason, however, Professor Penzoldt declared, why this 
opening up of new vocations in life for women should not begin 
with throwing open the doors to medical study. He emphatically 
etates that woman’s supposed natural fitness for medicine rather 
than for the other professions is an illusion, founded on a mis- 
understanding of the circumstances. 


Everyone thinks he knows something of medicine and so its 
etudy is liable to be taken up with the idea that it is easy, with- 
out the realization of the intense irony in the thought. Med- 
icine is extremely difficult, its study long, tedious and expensive, 
and its rewards, under present conditions, comparatively small 
indeed, and sure to be less if the present overcrowding of the 
profession continues and is added to by allowing women to en- 
ter the profession. Women, he admits, have shown themselves 
capable of doing the medical work of a university, but he be- 
lieves that in general their entrance into the profession will not 
denefit the profession, nor the science of medicine. I*or the 
memory-work of a medical course they are capable, but their 
habit of mind is unsuited for original investigation! The excep- | 
tions to this rule are few, and women who have distinguisht them 
selves in medicine are the pick of the sex, on whose success no 
argument can be founded. As students women are industrious | 
to a greater degree than men, but this is in itself a sign of a) 
certain lack of that well-balanced moderation in all things so 
essential for scientific work.—To most of which the average wo- 


man will take exception, tho there is much of truth in some of 
his assertions. 


Professor Penzoldt further stated that “the success of women | 
physicians in practice, as can be seen where they exist in num- 
bers, is far behind that of men, whose position is not the most 
enviable in the world. Under present circumstances the obtain-| 
ing of the proper preliminary education is very difficult, and yet 
there can be no question of admitting women to study medicine, | 
except with the same previous education as men. There can be. 
no objection to admitting them to the practice of certain limited 
epecialties in the profession. There is in dentistry and pharmacy | 


perhaps an opportunity for women. There certainly is in mid- 
wifery and trained nursing a field for woman’s natural sympa- 
thies much more suited to her natural capacity for mental and 
physical work than the medical profession. There are other oc- 
cupations in life, in the commercial and industrial worlds, to 
which entrance is easier, for which the preparation is not so 
rigorous, the work not so arduous, ithe rewards better and more 
certain, that women might take up. The reason sometimes giv- 
en that in the present state of affairs women’s natural modesty 
often keeps them from consulting physicians until their diseases 
are too far advanced for proper treatment, or radical, organie 
change has taken place, is practically without foundation. Ger- 
man physicians are extremely regardful of the modesty of their 
female patients, and experience shows that this is thoroughly 
appreciated, so that such a reason never restrains patients from 
seeking needed medical advice. The same delay in consulting a 
physician occurs where women physicians are plentiful, and is 
due, as Prof. Mueller has pointed out, “(1) to the fact that wo- 
men’s diseases often begin with symptoms that do not indicate 
the importance of the process at work; (2) that women are very 
commonly careless of symptoms at first; and (3) that they fear to 
learn the truth and dread the operation that may eventually be 
needed.” 


Professor Becker, of Berlin, contended strongly in favor of 
equal rights of women with men in the selection of fields of in- 
tellectual development and choosing an occupation, but in spite 
of his eloquent plea the Congress adopted the following resolu- 
tions by a tremendous majority: 

“J. If under present circumstances women should be ad- 
mitted to the practice of medicine under the same conditions as 
men, no great demand for the privilege is to be expected, and so 
neither special good nor harm would come of it. (This is not 
to be taken to mean that this would not happen if medical and 
other schools for women were allowed at the universities.) 

“2. If a large number shall demand the privilege, however, 
then there will result (1) no special benefit to patients; (2) more 
harm than good for the women themselves; (3) least of all any 
benefit to the German universities and to science; (4) undoubted- 
ly a lessening of the dignity of the medical profession; (5) in gen- 
eral no advantage to the common weal.” 

An additional resolution proposed by Professor Reich, of 
Breslau, was likewise adopted. It demands that before any 
question of admitting women to any medical course in any Ger- 
man university or to the practice of medicine is raised the pre- 
liminary training required must be equal to that of men. The 
methods of education and the examinations must be the same. 
Particularly must there be no question of allowing women to 
neglect the study of general medicine to devote themselves from 
the beginning of their studies to special branches.—From ll of 
which it will be seen that the immediate outlook for German wo- 
men with medical aspirations is not peculiarly bright. 


Nevertheless a distinct gain has been made. Germany has 
for so long remained the chief stronghold of the opponents of 
equal rights for women that the mere fact of the discussion of 
this question at all is a most important one—it is an admission 


| that the woman’s movement has at last reacht a point where it 


cannot longer be ignored. For to formally discuss is to admit 
that the question thas come into such prominence that a halt 
must be called in order to impress upon the rank and file the 
correctness of the position that is to be taken in the matter. As 
the Philadelphia Medical Journal points out, when it was an- 
nounced that Austria had opened the doors of her universities 
to women, there were any number of asseverations that this was 
an example Germany would never follow, but such a step, it now 
seems, must inevitably be made. Already the conditions on 
which womer can do post-graduate work at German universl- 
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ties have become much easier than they were, and a number of 
women have, during the past year, taken advantage of them. 
When Professor Schulze, of Bonn, at the German Medical Con- 
gress at Wiesbaden this year, said incidentally that the ques- 
tion of women studying medicine was, like other questions in 
medical education, one that could not be settled theoretically, 
would have to be workt out on its merits, the statement was 
greeted with a smile, but certainly not one of derision or disap- 
proval. The movement for the higher education of women is, 
it would seem, irrepressibly advancing and is destined to pene- 
trate even the triple-armored conservatism of German univerai- 
ties. Even the resolutions of the Aerztetag, while they oppose, 
contain a confession of weakening opposition, inasmuch as they 
dictate the terms on which alone women may be allowed to prac- 
vise. Popular feeling in Germany is gradually losing its biitter- 
ness on the question, and the time seems not far distant when 
this will be a strengthening element for the women’s cause. 


‘That too many healthy ovaries have been removed in the not 
remote past cannot be denied; nor that too many lives have been 
sacrificed upon the altar of Surgical Ambition. The apparent 
ease with which some masters have overcome the difficulties of 
pelvic surgery, the apparent immunity of the peritoneum to in. 
fection (at the hands of clean operators, whose methods of clean- 
liness have not been followed closely enough) and the glare of 
glory surrounding the great abdominal surgeons nave all con- 
tributed to the zeal with which the enthusiastic amateur has 
opened the belly. And the results to human life and ‘happiness 
have been appalling—or would be if all the details were made 
known. The result has been that a few scores of operators have 
become experts in abdominal and pelvic surgery, a large num- 
ber of men have become discouraged by their failure and hap- 
pily discontinued their attempts to rival the Taits, the Prices 
and the Kellys; but alas! ‘there are all too many who persist! 
And the total death-rate is still high, tho the mortality of the 
truly great ‘is closely approaching zero. The editor of this jour- 
nal (Dr. Lanphear) exprest the situation— so far as concerns 
those incompetents—at the Denver meeting of the American 
Medical Association, when he said: “Too many men are cutting 
for appendicitis who ought never to cut anybody for anything.” 


Too much stress cannot be laid upon the assertion of Dr. 
Anna M. Fullerton, in her article in this number of the journal, 
that “grave operations should only be undertaken by those who 
have thoroughly prepared themselves to assume the responsi- 
bilities they entail.” The warning does not, at present, apply so 
directly to women as to men, for. at the present time there are 
but few women who attempt major surgical work; but as time 
progresses and opportunities for careful clinical study improve 
there will be a far larger proportion of women who will do their 
own operative work instead of relying upon some surgeon of the 
opposite sex. Then the warning will be most apropos, for the 
temptation to operate for the sake of the fee and the increast 
reputation will win many from the paths of minor gynecology, 
and the results will be nearly as disastrous as they have been 
in the hands of their ambitious, but untrained, brothers. 


The second case reported by Dr. Mary H. McLean in this is-: 
sue of the journal presents a complication of ten met, frequently 
fatal, always preventable: adhesion of the intestine to the raw 
surface of a broad ligament, from which a tumor ‘has been de-! 


tacht. On account of :the possibility of this accident it is always 
proper to carefully sew the peritoneal covering over the liga- 


tures and stump, thus completely burying the raw surfaces, 
Just as the lire of intestinal suture is covered by the Lembert 
suture. This procedure requires considerable time for its execu- 
tion, but when a surgeon has once seen the beautiful and safe 
condition in which the pelvis is left he will never omit this step 
of the complete operation except under conditions which render 


it extremely perilous. Fine catgut should always be used for 
the suture. 


Under the heading, “Just Little Things,” the Woman’s Med- 
ical Journal says: Experience proves that it is the diminutive 
events that really make the stepping-stones of life. They are 
such small steps that we easily miss our foothold and so fail in 
reaching the goal that we otherwise should have attained. It is 
not difficult managing the greater things; the large events some- 
how ‘by their very bigness project themselves before us, and 
won't be mist, and so perforce we do them. But the little stones 
that are the very keystones in this arch of life, they are the 
bother. So in building up the edifice which we ambitiously hope 
to secure somehow, somewhere we must not overlook the little 
things, the details of life. A woman’s success in the profession 
comes largely from “little details carefully attended to.’ It is 
not always the valedictorian who attains the ‘higher level of 
practical success. Deftness of touch, sympathy in conversation, 
tact in securing the personal history, presence of mind in emer- 
gencies—these are little things, but they cement the larger qual- 
ities into a more harmonious union. There is a certain timbre 
to the sympathetic voice which attracts us all, even as a mag- 
net draws the metal to it; willing or unwilling, right or wrong, 
we are attracted, and should the owner of the voice have the 
necessary qualifications, we stay. The young women going out 
from our colleges full of life, full of knowledge, full of ambt- 
tion, full of ideals, will find these midget conditions confronting 
them, and may, perhaps, think that by ignoring them they may 
surmount them. It is an illusion and a fatal one. Shutting our 


eyes to facts does not overcome them any more than the ostrich ' 


covering his head hides his body. These little nagging, persist- 
ent hindrances are good things, if we only make them serve our 
purpose, for they teach us patience, perseverance and true hu- 
mility—a trinity of graces as necessary to success in this life 


as the trinity of leaves is essential to the completion of the 
lucky clover. 


Lillienthal, in a recent article on operation without ether 
or chloroform, in Annals of Surgery, claims that in certain major 
operations, including castration, colotomy, herniotomy, cholecys- 
totomy, and rainage of empyema, local anesthesia should be the 
first and not the last choice. He has performed one of more of 
each of jthese operations under anesthesia with cocain or eucain, 
and he believes on the whole that the latter is the better of the 
two. In determining to use local anesthetics the nature of the 
operation and the temperament of the patient must be consid- 
ered; they are only to be used in the absence of acute inflam- 
matory processes, when no prolonged manipulation of sensitive 
nerves is required, and when the patient is of the very 
ignorant class or a phlegmatic individual of ‘the enlightened 
class. As to the sensitiveness of the various tissues it has been 
observed that only the following procedures elicit severe pain: 
Manipulation or section of a nerve, ligation of an artery, rough 
handling of the peritoneum, the handling of the intestines when 


distended with gas, manipulation of a distended gall-bladder, and 
work on inflamed bone. 


(The recurrence of the name of Dr. Mary A. Dixon-Jones, 
of New York, in this number of the American Journal of Surgery 
and Gynecology is regarded as a high personal favor to me. Con- 
cerning this eminent practitioner the president of the British 
Gynecological Society this year in his address said: “It is due to 
Dr. Mary Dixon-Jones, of New York, to acknowledge the ad- 
mirable work she has done in this field of pathology. Her re- 


searches into the nature of endothelioma of the ovaries, gyroma 
and the origin of cancer in the connective tissue and lymphatics 
have been of the highest order.”—Emory Lanphear.] 


It is now admitted “that at least four distinct varieties of 
appendicitis obliterans exist: (1.) The exudative variety. (2.) A 
variety characterized by mucosal hyperplasia and sclerosis. (3.) 
A variety characterized by submucous and muscular hypertro- 
phy. (4.) <A reparative variety. The lumen of the appendix 
may be partially or, rarely, wholly occluded. Localized periton- 
itis, endarteritis and periarteritis are almost constant phenomens 
of all varieties. 
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One-fourth Page .. 15v v0 su v0 50 00 
Oae-cighth Page............. 80 00 50 v0 30 00 
One Columa. ................. 200 00 120 v0 70 00 
Four inches, single col... luv 00 60 00 40 00 
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SPECIAL NOTICE. 

A copy of this number of the Journal is 
sent to every woman in America who is 
engaged in the practice of medicine. 
Those who are not already subscribers 
are earnestly urged to sign and mail the 


accompanying card to 
THE PUBLISHERS. 


EUREKA SPRINGS, NORTHWEST 
ARKANSAS. 


This famous health and pleasure resort 
is located in the heart of Ozark Moun- 
tains. Climate mild and bracing. Waters 
unequaled for purity and medicinal qual- 
ities. The Crescent Hotel is now open. 
Rates reasonable. Excursion tickets on 
sale all the year. Through sleepers via 
St. L. &S. F. R. R. Write to George T. 
Nicholson, G. P. A., Frisco Line, St. 
Louis, Mo., or Manager Crescent Hotel, 
Eureka Springs, for descriptive pam- 
phiet. 


ABORTIVE TREATMENT OF LA 
GRIPPE. 


By M. E. Chartier, M. D., St. Louis, Mo. 

Notwithstanding the claims of a few 
bacteriologists who pretend to have dis- 
covered the bacillus of la grippe, I must 
state that I have great doubts about their 
assertions. I have seen many times, 
through the microscope, the “corps of 
Laveran” (bacillus of malaria), but was 
very unsuccessful with la grippe, the ba- 


' cillus of which seems to me to be as 


ubiquitous as the Loeftiler bacillus. There 
is one thing positive, however, and this is 
much more important than any bacteri- 
ological discovery—I can furnish an abor- 
tive treatment of la grippe. No, I am not 
the inventor or the discoverer of the said 
treatment; I do not know even if the orig- 
inal idea is German, French, English or 
American. The only thing I can state is 
that at the suggestion of some one several 
years ago I have given calomel in one to 
three grain doses, according to age, every 
hour until three doses are taken, adminis- 
tering at the same time a strong antipy- 
retic. In many cases I was successful in 
aborting the attack; most antipyretics, 
however, depressed the heart in an alarm- 
ing way. I modified the treatment some 
time ago by giving one tablet of Antikam- 
nia and quinine—containing 2% grs. Anti- 
kamnia and 2% grs. quinine—every three 
or four hours, besides the original dose of 
calomel. In nine cases out of ten the 
grippe disappears in from 20 to 48 hours. 
This treatment I consider absolutely as 
specific. Several “confreres” to whom I 
have recommended it and who have tried 
it agree with me. Useless to say that 
when the disease has a full start the 
treatment does not act so promptly, nev- 
ertheless quinine and Antikamnia prove 
to constitute a specific of the disease. I 
will not hesitate to furnish the following 


rule, particularly now that la grippe is as 
epidemic as in former years, school chil- 
dren being the first victims: As soon as 
a child exhibits the first symptoms, with 
a temperature of 102 or 103 F., give the 
calomel once, as above indicated; at the 
same time administer Antikamnia and 
quinine. The result will seldom disap- 
point you. During convalescence Anti- 
kamnia and Codeine Tablets are indicat- 
ed for a few days. 


THE IODIDES IN CHRONIC PAREN- 
CHYMATOUS NEPHRITIS. 


After clinical observations during the 
past eighteen years of the benents of 
small doses of iodides continued for 
months or even years, Prof. Leonard 
Weber, 25 West Forty-sixth street, New 
York (October postgraduate), is convinced 
that these salts have ‘power to retard, 
modify and improve subacute and chronic 
inflammatory processes concerning the 
connective tissue of parenchymatous or- 
gans like the kidneys, the liver, the lungs 
and particularly sclerotic diseases of the 
arterial vessels.” This salutary effect he 
attributes to direct inhibition of connect- 
ive tissue proliferation and subsequent 
disintegration and fatty metamorphosis 
of infiltrated corpuscular elements and 
the removal of the same. In cases with 
syphilitic history it is well to give larger 
doses. The Denver Medical Times, speak- 
ing of the elixir six iodides, says that it 
is the best preparation of its kind prob- 
ably on the market. 


GRATEFUL TESTIMONY. 


The Imperial Granum Co., New Haven, 

‘Conn. 

Dear Sirs: I feel assured you have the 
best food preparation on the market. I 
had a son—a soldier—come home low 
with typhoid fever. I used the Imperial 
Granum and it acted like a charm. He is 
now well. 

It allays inflammation, reduces fever, 
quiets the patient and is a great blessing. 
I wish you a happy Christmas. Renee 


Newport, December 16, 1898. 


Sample of Ecthol was received and at 
time of receiving had good case to use it. 
Miss had misfortune to run hedge 
thorn one inch long in leg above ankle. It 
remained in one week, when she was 
brought to office to have it extracted. Was 
successful in removing thorn, but it being 
a dead one pieces of bark remained in 
wound. Disinfected wound with bi-chlor- 
ide, bound it up and sent patient home. 
Was summoned in two days and found 
limb inflamed to groin, swollen and very 
painful. Removed bandage, which was 
followed by small quantity of pus. Re- 
applied dressing. That night bottle of 
Ecthol was received: visited patient next 
day and put her on Ecthol., teaspoonful 
six times a day and injected medicine in 
the wound and applied cloth saturated 
with same. In four days pain. swelling 
and inflammation gone, wound healing 
and patient able to do her work. 

A. L. STIERS. M. D. 

Dawson, Neb., November 25, 1898. 


NEWS OF SURGEONS. 


In the death of Dr. John B. Hamilton, 
editor of the Journal of the Americar 
Medical Association, Rush Medical Col- 
lege has lost one of her best teachers and 
Chicago one of her best surgeons, His 
place will be hard to fill. 


Dr. Joseph Marsee, for many years Pro 
fessor of Surgery in the Medical College 
of Indiana, has past to the great beyond. 
Indianapolis mourns the loss of one of 
her most prominent medical men. 


Dr. Edward J. Ill of Newark, N. J., has 
been eiected president of the American 
Association of Ubstetricians and Gynecol- 
ogists. 


The recent appointment of Dr. Kathar- 
ina Van Tussenbrock to the chair of gyn- 
ecology in the University of Utrecht 
shows that among the butch the women 
are coming to the front in the position 
they are best qualified to fill—Medical 
Times. 


Dr. Marie F. Barry, class of ’87, Wom- 
an’s Medical School, Northwestern Uni- 
versity, Chicago, a successful practition- 
er in Pueblo, Col., has just been elected 
to the Colorado legislature, the only wom- 
an from that district. Dr. Barry’s ability 
has been recognized before by Pueblo 
county, which elected her twice to the of- 
fice of county physician.—Woman’s Med- 
ical Journal. 


The first session of the Cornell Univer- 
sity Medical School will open on Tuesday, 
October 4, in the building of the Loomis 
laboratory, formerly occupied by the 
Bellevue Hospital Medical College. These 
are temporary quarters secured for use 
during the construction of new buildings. 
Women are to be admitted as_ students 
under the condition that they take the 
first two years at Ithaca, the home of the 
college. This is the first of medical co- 
education and the result will be watched 
with interest. The fact is of deep mo- 
ment to women, the progress of women 
in medcine being clearly marked by this 
step, which but a few years since would 
have been considered, if not impossible, 
at least among the improbabilities. Wom- 
en in the profession are no longer a prob- 
ability, but a fact. They have demon- 
strated their fitness, their ability and 
their determination to remain.—Woman’s 
Medical Journal. 


Dr. P. S. Conner, the well known sur- 
geon of Cincinnati, has been doing excel- 
lent work on the commission to investi- 
gate the doings of the various depart- 
ments during our late war with Spain. 


Dr. John Young Brown has resigned 
the chair of gynecology in the St. Louis 
College of Physicians and Surgeons— 
cause unknown. 


December 3, 1898, Dr. Joseph W. Mar- 
see, Professor of Surgery in the Medical 
Department of the University of Indian- 
apolis, died suddenly of acute peritonitis, 
subsequent to recurrent gastritis. 
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This is something unprecedented in the history 
of Medical And the Still Grows. 


DAYS’ GROWTH. 


It is but twenty days since the issuance of our December Number. During that time the fol- 
lowing new subscriptions have been received. There are NO RENEWALS in this list; receipts for 
renewals are sent by mail—only NEW SUBSCRIBERS’ names appear in these lists: 


NEW SUBSCRIBERS. NEW SUBSCRIBERS. NEW SUBSCRIBERS. 
ALABAMA. IOWA. . Simon H. Gage, Ithaca. 
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OF NEW SUBSCRIBERS 


0,000 NAMES 


have been printed in these 
pages during the past....... 


Dr. J. 8S. Houston, Moulton. . Eugene Baker, Ithaca. 
Dr. H. W. Caffey, Verbena. 


Dr. V. Hutter, New Albion. 
Dr. F. N. Stiles, Davenport. 
Dr. O. C. Rogers, Davenport. 


ARKANSAS. 


. John Winslow, Ithaca. 
. Ira Hicks, Binghamton. 
. Helen Cullings, Gloversville, 


Dr. J. R. Roberts, Saginaw. ey a ed a Dr. J. G. Davis, New York City. 
Dr. J. D. Pope, Monticello. 4 e Coleman, Des Moines. Dr. Jessica Findlay, Castile. 
Dr. James McCourtney, Davenport. 
Dr. J. W. John, Princeton. Dr. F. Lambach, Davenport. Dr. Daniel Connelley, Kingston, 
Dr. W. R. Joblin, Mountain View. ? Dr. Frances Pule, Brooklyn. 
Dr. M. 8. Dibrell, Van Buren. KANSAS. Dr. May Greene, Castile. 
Dr. H. B. Mayben, Kingston. 
CALIFORNIA Dr. Sarah Hall, Ft. Scott. 
4 Dr. Ada St. John, Wichita. NORTH CAROLIN 
Dr. I. A. McCarty, Corona. Dr. A. H. Fabrique, Wichita. R R A. 
Dr. J. E. Oldham, Wichita 
COLORADO. Dr. Geo. H. West, Newton. 
Dr. F. M. Watkins, Wetmore. Dr. J. A. Wise, Roxboro. « 


. W. S. Bagot, Denver. 


DELAWARE. 


KENTUCKY. 


. W. O. Spencer, Yanceyville, 


OHIO. 


Dr. W. M. Ogle, Delaware City. Dr. F. G. LaRue, Hampton. 
Dr. W. T. Miles, Garrett 
FLORIDA. 
Dr. M. H. Wheeler, Butler. 
fal Dr. L. G. Towslee, Cleveland. 
Dr. J. N. Smith, Bartow. Dr. S. T. Botts, Etoile. Dr. F.C. Lee, Fullerton. 


GEORGIA. 


. Jos. Adolphus, Atlanta. 


IDAHO. 


. J. H. Bean, Pocatello. 


ILLINOIS. 


. W. H. Armistead, Henderson, 


LOUISIANA. 


. A. H. Moss, Lake Charles. 


MAINE. 


. Harrie E. Towle, Kenduskeag. 


OKLAHOMA. 


. Lee Winn, Perry. 

. S. H. Roberts, El Reno. 
. L. T. Smith, Lexington. 
. T. Odell, Norman. 


ONTARIO. 


Dr. J. G. Beattie, Preston. 

Dr. Harriet Garrison, Dixon. MICHIGAN. Dr. D. C. King, Toronto. 

Dr. T. H. Blakesley, Chicago. Dr. Eliza Mosher, Ann Arbor. 

pr. F. H. First, Rock Island. PENNSYLVANIA. 
Dr. F. D. Paul, Rock Island. MINNESOTA. Dr. R. S. Clymer, Hatfield. 
Dr. L. D. Dunn, Moline. Dr. Joe Darche, Annandale. bE ae Sh G. Bennett, Mahaffey. 


. BE. M. Sala, Rock Island. 


SOUTH CAROLINA. 


Dr. J. R. Cozine, Rock Island. 
Dr. A. D. West, Moline. eres. 
Dr. W. H. Ludewig, Rock Island. Dr. J. N. D. Shinkel, Friar’s Point, Dr. O. B. Mayer, Newberry. 
Dr. De Silva, Rock Island. Dr. E. M. Ellis, Coffeyville. 
Dr. J. G. Svenson, Moline. Dr. I. P. Burdine, Smithville. TENNESSEE. 
Dr. H. T. Duffield, Pittsfield. Dr. H. J. Small, Winona. Dr. T. J. Happel, Trenton. 
Dr. J. Koh!, Belleville. MISSOURI 
Dr. A. K. Van Horne, Jerseyville. TEXAS. 

r 


. J. A. Welsch, Mt. Vernon. 
Cephas Park, Oquawka. 
. C. L. Webster, Chicago. 


B. Winn, Macon. 
J. Thompson, Norborne. 


J. 
. W. H. Townsend, Bismarck. 
Z. 
B. 


. W. A. Heartsill, Weatherford. 
. J. K. Lindsey, Indian Gap. 
. T. L. Barnes. Trinity. 


Dr. T. D. Hulane, Commerce. Dr T. Martin, Lathrop. 
Dr. A. J. Nossaman, Pella. Dr. J. C. Minor, Chillicothe. Dr. A. Davis, Highland. 
Dr. B. L. Eastman, Kansas City. Dr. T. M. Dunnagan, Rodgers. 
Dr. W. C. Dixon, Gay Hill. 


INDIANA. 


W. H. Link, Pittsburg. 


. E. Hindman, South McAlester. 


NEW JERSEY. 


. Anna Nivison, Newark. 


. R. R. Thompson, Kingston. 


VIRGINIA, 


INDIAN TERRITORY. NEW YORK. Dr. Emily Runyan, Richmond. 
A. W. Brown, Eufaula. Dr. E. Brunoe, Brooklyn. Dr. V. Harrison, Richmond. 
. G. E. Smythe, Miami. Dr. R. Loughran, Kingston. N , 
. G. L. Ryan, Sulphur. Dr. H. Van Hoerenberg, Kingston. WISCOntae 
J. D. Youart, Oolagah. Dr. E. E. Norwood, Kingston. Dr. T. H. Vernon, Hillsboro. 
J Dr. H. P. Dale, Oshkosh. 
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